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Accuracy in applying diagnostic concepts is one of the most important aspects of
any mental health professional’s work. Inaccuracy in diagnosing, or misdiagnosing, can
lead to numerous problems including inappropriate and potentially harmful treatment,
inaccurate prognosis, stigma, and wasted or misutilized resources. For mental health
professionals, inaccuracy in diagnosing can happen both intentionally and
unintentionally. The severity of a person’s symptoms or the level of functional
impairment the person is experiencing are two factors which can easily confound
diagnostic accuracy. The present study sought to determine how each of these factors
contribute to diagnostic accuracy independently and in conjunction with one another.
Participants were invited the complete the current study online and were presented with
two vignettes representing varying levels of symptom severity and functional impairment
severity. We asked participants to rate the severity of each (symptoms and impairment),
to provide diagnostic opinions, and to provide treatment recommendations. We found
that in rating the severity of symptoms or impairment, and in providing diagnoses, the
presence of one (symptoms or impairment) tended to overshadow the absence of the

other. However, severity ratings of either symptom or impairment severity were
predictive of rates in diagnosing and recommending treatment. Additionally, we found
that regardless of the presence of a diagnosis, most participants believe that the person
represented in the vignette would benefit from treatment. Based on these findings, it
seems when conceptualizing case vignettes, professionals may be viewing symptoms and
functional impairment as more interchangeable than as different components of a
diagnosis.
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INTRODUCTION
Diagnostic accuracy is arguably one of the most important components of any
mental health professional’s daily tasks. Misdiagnoses contribute to a plethora of
problems including misconceptions about the prognosis of symptomology,
misunderstanding of a patient’s difficulties and experiences, and mistreatment through
both psychotherapeutic and psychopharmacological agents. Misdiagnoses can be
conceptualized in different ways. An example of one type of misdiagnosis would be a
person with bipolar disorder being diagnosed with major depressive disorder. This type
of misdiagnosis is one disorder being confused for another, but the person still meets
criteria for a diagnosis. Another type of misdiagnosis would be a person who does not
meet diagnostic thresholds for a specific disorder still being given a diagnosis. Both kinds
of misdiagnoses are problematic, but in the context of the current study we are going to
focus on the latter type.
In order to aid in accurate diagnosis, professionals have guidelines to follow such
as the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5;
American Psychiatric Association [APA], 2013) and the International Classification of
Diseases, tenth edition (ICD-10; World Health Organization [WHO], 1993). These
resources provide professionals with diagnostic thresholds of what is necessary for a
given diagnosis to be made along with additional information to aid in prognostic
1

knowledge and differential diagnoses. In addition to a set number of symptoms being
present for a diagnosis to be made, patients must also experience impairment in their
daily functioning as a result of their symptomology. Functional impairment can take
many forms including an inability to meet one’s responsibilities, an inability to care for
oneself or others who are dependent on them, and/or a general inability to operate
adequately in one’s required daily tasks. Clinicians may struggle with what to do
diagnostically when a patient presents with what could be considered abnormal behavior
but no obvious impairment, or alternatively when a person presents with apparent
impairments independent of any explicitly disordered symptomology.
Mental disorders in general span a wide range of severity with some being much
more debilitating than others. However, people in general have a wide range of
experiences in their daily lives, some of which may lead to problems in their functioning
which would not constitute a mental disorder diagnosis. From a policy standpoint, a
person typically cannot receive treatment that is paid for by insurance if they do not have
a diagnosis. As a result, individuals who may not meet the necessary diagnostic threshold
for a given disorder may still be given a diagnosis. These misdiagnoses are likely not
given with ill intention, but instead are the result of a patient’s level of impairment
overshadowing their lack of clearly present symptoms. The current study hopes to
identify the threshold of the interaction between symptomology and functional
impairment for diagnosing two example disorders: schizophrenia and posttraumatic stress
disorder (PTSD). We chose to use these two disorders in the current study because they
contain enough symptoms to be easily manipulated in order to yield different levels of
disorder severity. Specifically, we are interested in determining if professionals are
2

placing more emphasis on the presence and severity of symptomology, the presence and
severity of functional impairment, or an interaction of the two when diagnosing a mental
disorder. Ultimately, professionals should focus on the interaction because functional
impairment is one of the defining features of mental disorders. However, it is important
to determine if severity of either aspect of a diagnosis (symptoms or impairment) leads
professionals to ignore the absence of the other feature.
Diagnostic Accuracy
Diagnostic accuracy is typically measured through sensitivity and specificity.
Diagnostic sensitivity is how well a diagnostic measure accurately captures the presence
of a specific disorder (Faraone & Tsuang, 1994). Diagnostic specificity would be how
accurate a measure is at determining no diagnosis is required when a person does not
have a specific disorder (Faraone & Tsuang, 1994). Sensitivity and specificity are equally
important aspects of diagnostic accuracy. If diagnostic guidelines for a specific disorder
have low sensitivity, then they are not accurately capturing all individuals who should
receive a diagnosis. Subsequently, if a person does not receive a diagnosis, they are likely
not going to receive the treatment that they may need. Alternatively, if diagnostic
guidelines have low specificity, individuals who do not have a specific diagnosis may end
up being inaccurately diagnosed and as a result receiving treatment which is not needed
and could be potentially harmful.
There can be numerous factors that confound sensitivity and specificity. For
example, professionals’ familiarity with a specific diagnosis will likely relate to their
overall accuracy in diagnosing. Professionals are going to be more comfortable and likely
more accurate in diagnosing a disorder with which they are familiar in comparison to one
3

which they do not see regularly in practice. In a related manner, professionals’ training
background is going to have a large impact on their knowledge-base for specific
disorders. Castro-Rodríguez and colleagues (2015) reported—based on the results of two
meta-analyses—that primary care physicians diagnosing depression have high specificity
but low sensitivity. When comparing diagnostic accuracy between specialized mental
health clinics and primary care physicians, Castro-Rodríguez et al. (2015) found that
accurate diagnosis of depression was significantly higher in specialty clinics than in
primary care clinics. When considering that the prevalence of patients with mental health
related problems in primary care is consistently found to be around 40% (Ansseau et al.,
2002; Serrano-Blanco et al., 2010), these differences in diagnostic accuracy could be
somewhat problematic.
Su, Tsai, Hung, and Chou (2011) analyzed the diagnoses given by general care
physicians on psychiatry referrals and the final diagnoses given by psychiatrists. They
found that overall diagnostic accuracy (measured as diagnostic agreement) between
general care physicians and psychiatrists was 41.5%; accuracy for specific disorder
categories ranged widely: 31.4% for depressive disorders, 70.2% for substance use
disorders, 54.0% for delirium, 22.4% for anxiety disorders, and 9.7% for psychotic
disorders. It could easily be hypothesized that the psychiatrists were more accurate based
on psychiatrists’ more specified training in mental health. However, regardless of who
was giving a diagnosis, the fact that there is so much variability in the diagnoses amongst
professionals is a substantial problem.
Diagnostic rates also vary based on diagnostic measures. Holowka et al. (2014)
examined diagnostic agreement for PTSD between Veterans Affairs electronic medical
4

records and diagnostic interviews in 1649 veterans and found agreement rates of 72.3%
for a current diagnosis and 79.4% for a lifetime diagnosis. Although these agreement
rates are somewhat higher than the previously mentioned agreement rates among
professionals, they suggest there are still around 25% of veterans who may have an
inaccurate diagnosis. In another study examining the relationship between three early
PTSD screeners and a 6-month post trauma interview-based diagnosis, diagnostic
agreement ranged from 0.82-0.83 based on a determined sensitivity of 80% (Mouthaan,
Sijbrandij, Reitsma, Gersons, & Olff, 2014). However, Mouthaan and colleagues (2014)
found the specificity for these measures to range from 0.59-0.72, indicating that although
these measures seem to perform reasonably well at identifying PTSD cases, they likely
will also identify some non-PTSD cases as PTSD. When examining diagnostic agreement
between a computer administered diagnostic interview, medical records, and two-self
report measures, Tiet, Schutte, and Leyva (2013) found that 48% and 60% of patients in
two different clinical settings (substance use specialty clinic and general mental health
clinic) who were given PTSD diagnoses based on the computerized diagnostic interview
also had a PTSD diagnosis in their medical records. For the two-self report measures
analyzed at different cut-off scores, the proportion of patients correctly classified varied
from 0.72-0.81 in the substance clinic and 0.68-0.76 in the general clinic (Tiet et al.,
2013). Utilizing certain cut-off scores appears to yield better results but any cut-off score
will leave some people who should be diagnosed not receiving a diagnosis, and some
who should not be diagnosed in fact receiving a diagnosis.
A study comparing symptom agreement for patients diagnosed with schizophrenia
based on a clinical interview and a chart review found that there was commonly
5

agreement between the two sources of information for negative symptoms but not for
positive symptoms (Fanous, Amdur, O’Neill, Walsh, & Kendler, 2012). This finding is
problematic when considering that those responsible for diagnosing may be required to
do so with only limited information (and not multiple reports). Another study examining
diagnostic agreement using case notes of patients with a schizophrenia diagnosis and the
Operational Criteria checklist for psychotic and affective disorders (OPCRIT), which
separates diagnostic guidelines based on different definitions, found diagnostic
agreement between the most commonly used definitions (DSM-IV and ICD-10) to be κ =
0.481 (Qaheri, Al-Shboul, Al-Saddadi, Greally, & Al-Nasheet, 2011).
Another study analyzing diagnostic agreement for psychotic disorders based on
different diagnostic measures found κ = 0.22-0.89 (Vares, Ekholm, Sedvall, Hall, &
Jӧnsson, 2006). Specific diagnostic measures included a clinical diagnosis based on an
interview using ICD diagnostic guidelines, Structured Clinical Interview for the DSM-IV
Axis I Disorders (SCID-I), OPCRIT-R (based on medical records) using DSM-III-R
guidelines, OPCRIT-R+I (based on medical records and follow up interview), and
traditional research diagnosis (TRD). The OPCRIT-R and OPCRIT-R+I yielded the
highest diagnostic agreement (κ = 0.89) followed by the OPCRIT-R+I and TRD (κ =
0.80) while the clinical diagnosis and SCID-I (κ = 0.22) and the clinical diagnosis and
OPCRIT-R+I (κ = 0.28) yielded the lowest diagnostic agreement (Vares et al., 2006).
Based on these results, it appears that having information coming from different sources
(both records and interviews) yields better diagnostic agreement than diagnoses based on
one type of information (interviews).
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Intentional Misdiagnosis
The examples of diagnostic inaccuracy already discussed would easily be
considered unintentional misdiagnoses. However, there are situations in which a
professional may give an inaccurate diagnosis intentionally. Braun and Cox (2005) and
Murphy, DeBernardo, and Shoemaker (1998) discussed how managed care plans often
place hefty restrictions on the types of mental health problems they will reimburse, the
kinds of treatments they will reimburse, and the duration of treatment (or number of
sessions). These limitations in what insurance will reimburse in conjunction with the
rates of people seeking services for both acute and/or longstanding concerns result in
patients who could benefit from services either not receiving them at all or receiving
services which may not be the most appropriate for their presenting concern. Braun and
Cox (2005) further discussed how there can be an appeal to mental health professionals to
give a certain diagnosis based on their prior knowledge for what their patients will be
reimbursed. Pomerantz (2003) discussed how a similar trend of intentional misdiagnosing
occurs in primary care settings due to restrictions on the types of diagnoses, particularly
mental health diagnoses, insurance will pay to treat in those settings.
Although intentionally misdiagnosing in the context being discussed here would
likely be done with the best intentions, there are negative implications that still must be
considered. Some psychiatric diagnoses may be considered “preexisting conditions” and
therefore limit the number of insurance providers willing to cover a patient once they
have received a diagnosis (Glosoff, Garcia, Herlihy, & Remley, 1999). V-codes have
been used as an attempt to identify the existence of a problem in the absence of
diagnosable disorder. The use of V-codes is supposed to be a way to document that a
7

person has an issue that may be of clinical concern but that is not causing symptoms that
would constitute a mental disorder diagnosis. Although V-codes seem like they would be
beneficial for accessing treatment for those who would benefit from it, they are typically
not reimbursed by insurance providers (Braun & Cox, 2005; Pomerantz, 2003). In a
survey of mental health professionals’ perceptions of the impact of managed care, 38% of
mental health professionals endorsed that they would alter a diagnosis in order to ensure
that treatment would be covered (Murphy et al., 1998). Similarly, Murphy et al. (1998)
reported that 31% of professionals endorsed that they would also modify the diagnosis if
they thought it could potentially harm the patient’s likelihood of obtaining insurance
coverage in the future.
Symptom Severity
Another factor that could contribute to inaccurate diagnosing is the severity of a
person’s symptoms. Conceptually, if a person is exhibiting one or two symptoms very
strongly, a mental health professional may be inclined to diagnose that person with a
given disorder even though the diagnostic threshold may not be met. When examining
representative heuristics of how nurses would explain physical symptoms in the presence
of possible life stressors or alcohol use, Brannon and Carson (2003) found that the
presence of information related to a life stressor or alcohol use led nurses to be more
likely to attribute physical symptoms to non-physical factors than when that information
was not present. Specifically, they found that when information related to stress was
present, 23.33% of nurses attributed physical symptoms to stress as opposed to none
attributing physical symptoms to stress in the absence of that information. Brannon and
Carson (2003) also found that when nurses were informed the patient smelled like
8

alcohol, they attributed physical symptoms to inebriation 72.73% of the time in
comparison to 1.96% when information about alcohol was not available. As previously
mentioned, the misdiagnosis may be due to the professional wanting to ensure the patient
receives appropriate treatment; however, the misdiagnosis may also be due to mental
health professionals simply paying more attention to the symptoms that are present than
those that are not. For example, a professional may have a schema related to the presence
of certain symptoms which may cause that professional to infer that the additional
features necessary for a diagnosis are present.
Linden and Rath (2014) examined how symptom severity contributed to
diagnostic accuracy of major depression by comparing two diagnostic measures, one
which accounted for symptom severity (self-rating symptom checklist [SCL-90]) and one
which did not (International Neuropsychiatric Diagnostic Interview, MINI [MINI]).
Diagnostic agreement between the two measures varied from 10.8% to 94.2% based on
how symptom severity was considered; diagnostic agreement was lower if only severe
symptoms were considered while it was much higher when considering all symptoms
equally (Linden & Rath, 2014). As this study implies, considering every complaint
irrespective of severity is going to inflate diagnostic rates. However, if a person is
presenting with one or two severe symptoms, conceptually it would be likely that the
diagnosing professional may put more diagnostic weight on any less severe complaints in
the interest of supporting the diagnosis they think is appropriate.
Symptom severity may also be related to diagnostic overshadowing. Diagnostic
overshadowing is traditionally described as the symptoms or clear presence of one
disorder overshadowing the presence of another comorbid disorder or illness (Wood &
9

Tracey, 2009). Although this idea has not traditionally been used to analyze how
symptom severity may contribute to missed or inaccurate diagnoses, conceptually the
principles could apply. Diagnostic overshadowing has been found in individuals with
comorbid mental disorders (Wood & Tracey, 2009), comorbid intellectual disabilities and
mental disorders (Jopp & Keys, 2001; Levitan & Reiss, 1983), and comorbid medical
illnesses and mental disorders (Jones, Howard, & Thornicroft, 2008). It is easily apparent
how symptom severity could potentially lead to diagnostic overshadowing. The more
clearly present and severe some symptoms are, the more likely a diagnosing professional
may be to give a person a diagnosis and ignore others.
Also related to symptom severity and diagnostic overshadowing is how
professionals conceptualize the saliency of certain features of disorders. For example, if a
professional views a certain aspect (or symptom) of a disorder as typically being salient
and therefore an important feature of the diagnosis, they may be more inclined to
diagnose an individual who is presenting with that specific feature even if other aspects
of the diagnosis are not present. Kim and Ahn (2002) examined the idea of symptom
centrality in a study that presented psychologists and graduate students with case
vignettes all containing the same number of symptoms but some were considered to be
more causally “central” symptoms, some more causally “peripheral” symptoms, and
some “isolated”; symptoms were classified based on psychologists’ self-reported
conceptualizations of the disorders. Kim and Ahn (2002) found that respondents who
were presented with symptoms that were conceptualized as causally central were more
likely to consider the person in the vignette as having a disorder when compared to the
vignettes that included causally peripheral or isolated symptoms. Respondents in this
10

study were also more likely to recall causally central symptoms as being present during a
free-recall task (Kim & Ahn, 2002). If professionals are only focusing on certain
symptoms as being necessary for a diagnosis to be made, then they may be overlooking
other clinically important symptoms.
Functional Impairment
An area that is not as commonly researched in regards to diagnostic accuracy is
functional impairment. Considering that functional impairment is required in order for a
diagnosis to be made in the majority of disorders, the lack of research specific to this area
is disconcerting. Of the limited empirical research available, the majority is concerned
with residual functional impairment after symptom remission or the lack of functional
impairment focus when assessing and diagnosing. Although the lack of research directly
related to how functional impairment leads to diagnostic accuracy may be problematic for
the general mental health field, the available research is relevant to the current study in
that our interest is in determining how professionals categorize impairment independent
of symptom presence.
Lindenmayer (2008) discussed how even though functional impairment has a
large impact on prognosis, it is often not assessed in patients with schizophrenia in
general practice or clinical trials. Lindenmayer (2008) further went on to discuss how
there is not always a direct relationship between symptomology and impairment, which is
why it is important to assess both. Sacchetti and colleagues (2015) assessed multiple
domains of functional impairment at symptom remission in a large sample of patients
being treated for major depressive disorder. When compared to those who were classified
as mildly depressed, those who were classified as in remission generally still exhibited
11

some depressive symptoms (Sacchetti et al., 2015). Although patients categorized as in
remission exhibited less impairment compared to the mildly depressed group, they still
exhibited significantly more functional impairment than the community sample
(Sacchetti et al., 2015). These studies outline how important consideration of impairment
is, particularly when there are people who would not qualify as having a specific disorder
but are still experiencing difficulties in their daily lives.
As may be expected, higher rates of symptom severity are related to higher rates
of functional impairment. A study assessing Bosnian refugees for PTSD and functional
impairment differentiated four types of trauma and determined that the two traumas
associated with the highest severity of PTSD symptoms were also significantly related to
higher levels of functional impairment (Momartin, Silove, Manicavasagar, & Steel,
2003). While the other two lower severity PTSD groups met diagnostic criteria for the
disorder, their symptomology was not significantly related to functional impairment
(Momartin et al., 2003). Again, this study highlights the importance of assessing for
severity because although all four groups met diagnostic guidelines, only those with more
severe symptomology were experiencing high levels of impairment in their daily lives.
As previously discussed, functional impairment could be viewed as debilitating
enough to be deserving of treatment and thus sometimes lead to misdiagnoses (intentional
or unintentional). In analyzing PTSD symptomology, Norman, Stein, and Davidson
(2007) sought to determine if there were specific symptoms of PTSD which were related
to greater functional impairment and subsequently would likely benefit from treatment
independent of whether a diagnosis is warranted. Norman and colleagues (2007) found
that there were five specific symptoms of PTSD that were directly related to functional
12

impairment. However, the symptoms found to be most related to functional impairment
only came from Cluster B and Cluster D of DSM-IV (APA, 2000) diagnostic guidelines
and therefore would not have met diagnostic thresholds for a PTSD diagnosis. Based on
this study, it could be hypothesized that those patients who meet the specific symptoms
related to impairment while not meeting full diagnostic thresholds would likely benefit
from some form of treatment.
There is also the possibility that functional impairment may not be fully
inseparable from symptom presence. Based on the literature just reviewed, it appears that
if any symptoms are or have been present then impairment is likely also present.
However, it could also be argued that most specific symptoms are themselves directly
impairing. For example, a person who is experiencing paranoid delusions is inevitably
also going to experience some level of impairment in their daily functioning by
potentially being overly hypervigilant or perhaps accusatory to those around them. As
would be expected, studies that have examined the relationship between symptom
severity and functional impairment have typically found the two construct to be related.
Domínguez-Martínez, Kwapil, and Barrantes-Vidal (2013) examined the relationship
between the severity of different symptom areas and different functional domains for
persons experiencing prodromal psychosis. They found significant relationships between
behavioral change and negative symptoms across multiple domains of functioning
(physical health, psychological health, social relationships, environment) with
correlations ranging from -0.45 to -0.53 overall; a significant relationship was also found
for depressive symptoms across domains (r =0.56) (Domínguez-Martínez et al., 2013).
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Implications of Misdiagnosis
Misdiagnoses of mental disorders can contribute to numerous problems. One
previously mentioned issue is the fact that some preexisting diagnoses may limit or
prevent future insurance coverage (Braun & Cox, 2005). Inappropriate treatment
implementation can be another major concern for a person who receives an inaccurate
mental disorder diagnosis. Treatments covered by managed care providers oftentimes
have to be based on a patient’s specific diagnosis (Braun & Cox, 2005; Murphy et al.
1998). Therefore, if patients receive inaccurate diagnoses, intentionally or
unintentionally, there is a possibility that the treatments they receive may not be
beneficial to address their actual problem or concern.
Inappropriate treatment based on a misdiagnosis becomes particularly problematic
when treatment providers are utilizing pharmacological treatments. There are a plethora
of negative side effects that are associated with medication treatment for individuals with
diagnosable disorders, but those side effects are typically endured because the benefits of
treating the disorder outweigh the costs. Those same negative outcomes would inherently
affect individuals who are prescribed medications and do not actually have diagnosable
disorders and there would ultimately be less (or no) benefit received from the treatment.
For example, antidepressants are used to treat a variety of disorders and general
complaints in addition to depression. Use of antidepressants regardless of presenting
problem is associated with negative outcomes such as weight gain, increased appetite,
sexual dysfunction, and fatigue (De Hert et al., 2011), along with withdrawal and
potential symptom relapse after discontinuation (Fava, 2002).

14

Antipsychotics are another drug class that is often prescribed for a variety of
complaints both on- and off-label. Both first- and second-generation antipsychotics are
related to a long list of potentially negative outcomes. Antipsychotics have been found to
be related to negative side effects such as weight gain, diabetes (De Hert et al., 2011;
Jones et al., 2006), sedation (Jones et al., 2006), and potentially increased mortality rates
(De Hert et al., 2011; Weinmann, Read, & Aderhold, 2009). Use of antipsychotics can
also lead to more long term problems such as extrapyramidal symptoms (Jones et al.,
2006; Tandon, Nasrallah, & Keshava, 2010). Without reviewing the potential negative
effects related to all pharmacological treatments of mental disorders, the two commonly
prescribed classes mentioned above illustrate some of the negative outcomes of treating a
person with medication. Based on these effects, there is the potential for negative
implications of treating a person who has been inaccurately diagnosed with
pharmacological agents.
Although not as represented in the literature as pharmacological treatments, there
are also negative effects associated with psychotherapy treatments. A free-response
survey of clinicians’ perceptions of the negative effects of therapy found that 94.5% of
clinicians believed that negative effects of therapeutic treatment were possible (Bystedt,
Rozental, Andersson, Boettcher, & Carlbring, 2014). Respondents in the Bystedt and
colleagues (2014) study reported some specific negative effects such as short-term
discomfort, lack of symptom improvements, symptom worsening or new symptom
development, and negative impact on other areas of life.

15

Study Aims
It is important to determine which factors are contributing to diagnoses.
Specifically, are professionals paying more attention to symptom severity, functional
impairment, or a unique interaction of the two when making a diagnosis? The current
study aimed to determine if professionals are putting more diagnostic weight on symptom
severity or functional impairment, or an interaction of the two. We did this by
manipulating levels of symptom severity and functional impairment in case vignettes
which will represent either schizophrenia or PTSD. By having differing levels of
symptom severity and functional impairment across each vignette, we hoped to determine
if there is an optimal level of each that would be associated with accurate diagnoses.

16

PILOT TEST
Prior to inviting respondents to complete the present study, we conducted a pilot
test of the vignettes to ensure that the severity level manipulations would be interpreted in
the way in which they were intended. Vignettes used in the study were intended to
represent four levels of symptom presence and four levels of functional impairment; a
more thorough description of vignette creation can be found in the Method section below.
We invited practicing mental health professionals from three local agencies (a
psychology department, a student counseling center, and a state hospital) to complete the
vignette pilot testing. Respondents were presented with eight vignettes, four related to
PTSD and four related to schizophrenia, and were asked to rate the symptom severity,
severity of impairment, and to state whether the person in the vignette met diagnostic
criteria for a diagnosis of PTSD or schizophrenia. The four vignettes for each diagnosis
represented the differing levels of symptom severity and functional impairment severity
used in this study (no symptom-no impairment, low symptom-low impairment, mid
symptom-mid impairment, high symptom-high impairment). Vignette presentation was
randomized. At the conclusion of the study, respondents were given the opportunity to
provide feedback about the type of information to which they were attending when rating
severity, if they found any information confusing, and if they had any suggestions to
improve the vignettes. Fifteen professionals completed the study; one respondent was
17

deleted leaving 14 responses for data analysis. The deleted respondent was due to the
person stating that s/he did not realize the information in the vignettes changed and
therefore provided the same responses to each severity question.
To examine how well respondents’ severity ratings corresponded with what we
predicted when creating the vignettes, we conducted two one-way ANOVAs for the
PTSD vignettes and two one-way ANOVAs for the Schizophrenia vignettes (one for
symptom severity, one for impairment severity). Descriptive data for the pilot results can
be found in Table 1. For the PTSD vignettes, respondents’ severity ratings significantly
differed across the vignette levels for symptom severity (F(3,55) = 142.29, p < .001, η² =
.89) and impairment severity (F(3,55) = 141.93, p < .001, η² = .89). Post hoc Tukey tests
for PTSD symptom severity determined that each severity level differed (all ps < .001)
with the exception of the mid and high level (p = .09); for impairment severity each level
significantly differed (no to low & low to mid p < .001; mid to high p < .05). For
symptom severity ratings in the schizophrenia vignettes we found an effect size of η² =
.86 (F(3,55) = 107.60, p < .001); for impairment severity rating in the schizophrenia
vignettes we found an effect size of η² = .85 (F(3,55) = 100.33, p < .001). Post hoc Tukey
tests for schizophrenia symptom severity determined that all severity levels were
different (no to low & low to mid p < .001; mid to high p < .05); for impairment severity
each level differed (p < .001), again with the exception of the mid and high level (p =
.08). Considering the large effect sizes we were able to obtain with a very limited sample
size, we believed that the vignettes were appropriate to use for the larger study.
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Table 1
Pilot test descriptive statistics
Vignette
PTSD no-no
PTSD low-low
PTSD mid-mid
PTSD high-high
Schiz no-no
Schiz low-low
Schiz mid-mid
Schiz high-high

Symptom Rating
M
SD
0.36
0.03
48.00
16.03
71.07
13.31
81.21
8.64
0.07
0.01
38.07
13.52
65.36
15.59
78.14
13.96

Impairment Rating
M
SD
0.21
0.02
45.29
16.07
69.38
12.94
82.07
9.29
0.07
0.01
39.00
16.09
66.29
14.67
78.29
14.07

Diagnosis Given
0
6
12
14
0
0
7
10

We used logistic regressions to determine how respondents’ severity ratings
predicted their diagnostic decision. Again, we conducted separate analyses for the PTSD
and schizophrenia vignettes. For the PTSD vignettes, the Hosmer-Lemeshow test
suggests the data fit the model well for both symptom severity (χ2(6) = 6.41, p = .379)
and impairment severity (χ2(6) = 3.29, p = .771). We found an odds ratio of 1.14 for
symptom severity (Cox and Snell R2 = 0.61, Nagelkerke R2 = 0.82; Wald statistic = 9.85,
p = .002) and an odds ratio of 1.12 for impairment severity (Cox and Snell R2 = 0.59,
Nagelkerke R2 = 0.79; Wald statistic = 12.66, p < .001). For the schizophrenia vignettes,
again the data fit the model well for both symptom severity (χ2(6) = 6.92, p = .328) and
impairment severity (χ2(6) = 7.73, p = .259). For the schizophrenia vignettes we found an
odds ratio of 1.08 for symptom severity (Cox and Snell R2 = 0.38, Nagelkerke R2 = 0.54;
Wald statistic = 11.28, p = .001) and an odds ratio of 1.07 for impairment severity (Cox
and Snell R2 = 0.35, Nagelkerke R2 = 0.50; Wald statistic = 10.91, p = .001). Once again,
considering that severity ratings were predictive of giving a diagnosis with such a limited
sample size, we concluded that the vignettes would be appropriate for the larger study.
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Additionally, the number of respondents stating that a diagnosis was present increased as
the severity of symptoms and severity of impairment increased (see Table 2).
Table 2
Vignette testing model summaries
Predictor
PTSD
Symptom Severity
Impairment Severity
Schizophrenia
Symptom Severity
Impairment Severity

B

SE B

Wald

p

eB

0.13
0.11

0.04
0.03

9.85
12.66

.002
.000

1.14
1.12

0.08
0.07

0.02
0.02

11.28
10.91

.001
.001

1.08
1.07

We reviewed the qualitative responses provided by respondents to ensure that the
vignettes were easily understood and any appropriate changes that would aid in ease of
use were made. Based on the qualitative responses, no major edits were warranted but a
few language and/or wording changes were made.
Current Study
We sought to determine if professionals attended more to symptom severity,
impairment severity, or an interaction of the two when making a diagnosis for two
example disorders (PTSD and schizophrenia). This goal was achieved by varying the
levels of symptom and impairment severity in case vignettes with the goal of identifying
the optimal level of each needed for an accurate diagnosis. In addition to determining
where the ideal level of symptom severity and functional impairment lie in order for a
diagnosis to be made, we were also interested in determining what mental health
professionals would recommend in regards to treatment for the individuals represented in
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the vignettes. Because there is a possibility that in some cases an individual’s functional
impairment may overshadow the presence of actual symptoms, it is important to
determine that these individuals would not be recommended for treatments that could be
potentially harmful (such as with psychopharmacological agents). Additionally, although
patients who present with functional impairment (and no diagnosis) may benefit from
treatment, insurance providers will not typically cover those treatments. Therefore, for
those cases that do not qualify as meeting the threshold for a diagnosable disorder, it will
be informative to know if professionals still agree that these individuals should be
provided with services, and what specific services they would recommend.
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METHOD
Participants
Respondents for this study were selected and invited for participation through
state licensing body email registries. We invited 1127 licensed professionals from
Alaska, Georgia, Illinois, Maryland, Missouri, and Rhode Island, and professionals who
are members of APA Division 42 (Psychologists in Private Practice) to participate in the
present study. We recruited these participants based on the availability of freely
accessible email address listed through state licensing agencies or divisions of APA. We
received a 7.5% response rate for a total of 85 participants. Nineteen respondents were
deleted due to not completing more than half of the study, leaving 66 participants
remaining for data analyses. Two respondents did not provide demographic information
but completed all other measures so were included in the data analyses; demographic
information for the remaining 64 participants is included in Table 3.
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Table 3
Participant demographics
Age
Number of years practicing
Face-to-face hours per week
Work Setting
Hospital
Outpatient
Veterans Affairs
Private Practice
University/college
Other
Daily Activities (total 100%)
Therapy
Assessment
Administrative Duties
Supervision
Teaching
Research
Other

N
64
64
64
64
8 (12.5%)
3 (4.7%)
2 (3.1%)
53 (82.8%)
5 (7.8%)
6 (9.4%)
64
64
64
64
64
64
64
64

M
52.09
19.39
24.05

SD
11.50
10.89
9.86

58.77
12.95
15.58
4.69
1.53
3.98
2.50

32.00
19.98
17.88
8.92
5.24
12.38
13.21

Materials
Vignettes
We created 32 vignettes, half representing posttraumatic stress disorder and half
representing schizophrenia. The vignettes include four levels of symptom severity and
four levels of functional impairment for each disorder. Thus, 16 vignettes for each
disorder were necessary to represent all possible combinations of symptom severity and
functional impairment. Symptom severity is defined by the number of symptoms clearly
present in each vignette. The level of impairment present in the schizophrenia vignettes
was equivalent to the PTSD vignettes for each level of functional impairment. The
functional impairments were related to professional and social situations. All other
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information in the vignettes was held equivalent. We pre-tested the vignettes to ensure
that all symptom and impairment thresholds had been met and determined that
respondents were able to differentiate amongst the different severity levels.
For the posttraumatic stress disorder vignettes, low severity is represented with
one symptom from Criterion B, Criterion C, Criterion D, and Criterion E present from
DSM-5 diagnostic guidelines (APA, 2013). Medium severity has two symptoms from
Criterion B, one symptom for Criterion C, two symptoms from Criterion D, and two
symptoms from Criterion E. High severity is represented with two symptoms from
Criterion B, one from Criterion C, three from Criterion D, and three from Criterion E. All
other diagnostic criteria have been met at the lowest level necessary to meet diagnostic
requirements for the disorder. We also used a baseline level for symptom severity in
which no symptoms are present. Specific symptom manipulations are present in Table 4.
The manipulations for symptom severity in the schizophrenia vignettes come
from DSM-5 Criterion A (APA, 2013). One symptom is present for low severity
(delusions), three are present for medium severity (delusions, negative symptoms, and
disorganized speech), and five symptoms are present for high severity (delusions,
negative symptoms, disorganized speech, hallucinations, and grossly disorganized
behavior). As with PTSD, there is also a baseline vignette with no symptoms present. All
other diagnostic criteria have been met.
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Table 4
Posttraumatic stress disorder vignette manipulations
Low Severity
Criterion B Recurrent intrusive
thoughts

Criterion C Avoidance of external
reminders
Criterion D Distorted cognitions
about
cause/consequences
related to self-blame

Mid Severity
High Severity
Recurrent intrusive
Recurrent intrusive
thoughts
thoughts
Intense distress at
Intense distress at
exposure to cues of the exposure to cues of the
trauma
trauma
Avoidance of external
Avoidance of external
reminders
reminders
Distorted cognitions
Distorted cognitions
about cause/consequencesabout cause/consequences
related to self-blame
related to self-blame

Negative emotional state Negative emotional state
Feelings of detachment or
estrangement from others
Criterion E Problems concentrating Problems concentrating Problems concentrating
Hypervigilance
Hypervigilance
Irritable behavior and
angry outbursts

The baseline level for functional impairment is no impairment present; the person
represented in the vignette is appropriately engaging in required tasks at work and at
home and is experiencing no problems in social interactions. The low severity of
functional impairment is represented by the person missing work 3-4 times within a
month and not attending a couple regularly planned social events with friends but always
calling (work and friends) to inform others that he will not be in attendance. Medium
severity functional impairment is represented with the person in the vignette missing
work a couple times a week (sometimes without calling in), missing planned social
events without canceling ahead of time, and starting to neglect personal hygiene and
other responsibilities (paying bills). High severity functional impairment is represented
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with the person in the vignette no longer going to work at all, cutting all contact with
friends and family, secluding himself within his home, neglecting personal needs
(hygiene and eating), and exhibiting other maladaptive behaviors.
Diagnostic Questions
Respondents were first asked whether or not the person described in the vignettes
qualifies for a mental disorder diagnosis (yes or no). They were then provided with a list
of potential diagnostic responses, some stress related and some psychotic related, along
with some other common diagnoses, a “diagnosis not listed” option, and a “no diagnosis”
option. The specific diagnostic choices were chosen based on the differential diagnoses in
DSM-5 for PTSD and schizophrenia along with a few additional common diagnoses.
Respondents were also provided a list of V-codes that could be used in place of a
diagnosis. The specific V-code options were chosen based on the information presented
in the vignettes and V-codes that could correspond with vignette information were
included as diagnostic options. Diagnostic options and V-codes are presented in Table 5.
Actual diagnoses and V-codes were presented separately in an attempt to
eliminate the respondents from formalizing hypotheses related to the purpose of our
study. After selecting a diagnosis or V-code, respondents were asked to answer questions
related to their perceived severity of the symptoms and their perceived severity of
functional impairment. These questions were presented using a sliding visual analog
scale; respondents slid a bar along a line that represents severity ratings of 0 to 100.
Respondents were also asked questions about their familiarity with the diagnosis they had
selected; this question was presented on a Likert-type scale ranging from 1 (not at all
familiar) to 5 (very familiar). Last, respondents were asked how often they have worked
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with individuals who had the diagnosis they chose; this question was answered on a
Likert-type scale ranging from 1 (never) to 5 (a lot).
Table 5
Diagnostic options
Specific Diagnoses
Post-traumatic stress disorder
Schizophrenia
Adjustment disorder
Acute stress disorder
Obsessive-compulsive disorder
Separation anxiety disorder
Conversion disorder
Traumatic brain injury
Major depressive disorder
Bipolar disorder
Schizoaffective disorder
Schizophreniform disorder
Delusional disorder
Schizotypal personality disorder
Autism spectrum disorder
Generalized anxiety disorder

V-Codes
Relationship distress with spouse or intimate partner
High expressed emotion level within family
Sibling relational problem
Other problem related to employment
Unspecified housing or economic problem
Phase of life problem
Problem related to living alone
Social exclusion or rejection
Unspecified problem related to unspecified
psychosocial circumstances
Other personal history of psychological trauma
Adult antisocial behavior

Treatment Questions
Respondents were asked whether or not the person described in the vignette
should be recommended for treatment (yes or no). If respondents decided the person in
the vignette would benefit from treatment, they were asked what treatment(s) they would
recommend. Treatment recommendation options included: refer for second opinion;
recommend outpatient treatment with psychotherapy; recommend inpatient treatment
with psychotherapy; recommend outpatient treatment with psychotropics; recommend
inpatient treatment with psychotropics. Respondents could choose more than one
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treatment option and were also provided with an “other” option. After selecting the type
of treatment recommended, we asked respondents to briefly elaborate on specific
treatment details and the course of treatment from which they believed the person would
benefit. This question was free response and a separate question was presented for every
type of treatment that was recommended. After briefly describing their treatment
recommendation, respondents were then given follow-up questions about the duration of
treatment they felt the person would need. These questions varied based on the type of
treatment that was recommended. For outpatient psychotherapy, duration options were
based on number of recommended sessions (< 5, 6-10, 11-15, 16-20, 20+). For outpatient
psychotropics, respondents were given options based on time (< 1 month, 1-3 months, 36 month, 6-9 months, 9+ months). Both inpatient psychotherapy and inpatient
psychotropic treatment were based on time (< 1 week, 1-3 weeks, 3-6 weeks, 6-9 weeks,
9+ weeks). The difference in response metrics are consistent with professional practice
and how these kinds of treatment are typically operationalized.
Procedure
Participants were emailed an invitation to the survey which was conducted
through Qualtrics. In the email, participants were informed that at the end of the survey
they would have a chance to enter a drawing for a $200 gift card for Amazon. They were
also informed that the survey would take approximately 30 minutes to complete. The
survey link provided in the email took participants directly to the informed consent
information. Upon granting consent to participate in the study, respondents were given
the study instructions which outlined that they would be viewing two case vignettes,
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would be asked to provide diagnostic information, and then asked to complete follow-up
questions related to the person described in the vignette.
Participants each viewed two vignettes, one representing PTSD and one
representing schizophrenia. The vignettes representing each disorder were randomized
from the initial set of 16 (representing the various levels of functional impairment and
symptom severity). Participants were presented their randomly assigned PTSD and
schizophrenia vignettes in random order. After each vignette, participants viewed the
initial diagnostic questions first followed by the symptom severity and functional
impairment questions. After the questions directly related to each vignette, participants
were asked questions related to their familiarity with the diagnosis they selected and the
frequency with which they have worked with that specific diagnosis. Respondents were
then asked about their treatment recommendations for the person described in the
vignette. After completing all study questions, respondents were asked to provide
demographic information. The demographic questions were presented at the study
conclusion in order to ask participants about their specific familiarity with PTSD and
schizophrenia without telegraphing the purpose of the study up front. Last, respondents
were given the opportunity to provide any feedback related to the study in a free-response
question along with being given a link that would direct them to another survey where
they could enter their information to be included in the incentive drawing.
Design and Hypotheses
The current study is a 2x4x4 mixed design. The within subjects variable is the
vignette with two levels (PTSD vignette, schizophrenia vignette). The two between
subjects variables are the symptom severity with four levels (no symptoms, low severity,
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mid severity, high severity) and the functional impairment severity with four levels (no
impairment, low impairment, mid impairment, high impairment). Our first prediction was
that respondents would differentiate amongst the different levels of symptom severity and
impairment severity presented in the vignettes and that these ratings would be relatively
independent of one another. Next, we predicted that as severity ratings increased, so
would the rates of providing a diagnosis and recommending treatment. It was
hypothesized that both symptom severity and impairment severity would predict the
likelihood to give a diagnosis and/or recommend treatment independently. However, we
were also expecting to observe an interaction effect between symptom and impairment
severity since these ratings should be relatively independent of one another.
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RESULTS
Severity Manipulation
We used one-way ANOVAs to assess if respondents rated symptom severity and
functional impairment severity in the way the vignettes were intended to be interpreted.
Because symptom severity and functional impairment severity were independent of one
another, we used two one-way ANOVAs for each disorder group (one for symptom
severity and one for functional impairment severity). For PTSD, respondents
differentiated amongst the vignettes for both symptom severity, F(3, 61) = 6.65, p = .001,
η2 = 0.25, and functional impairment severity, F(3, 61) = 43.15, p < .001, η2 = 0.68. We
found observed powers of 0.34 and 0.99 for symptom and impairment severity,
respectively. Respondents also differentiated amongst the severity levels for
schizophrenia for both symptom severity, F(3, 62) = 8.16, p < .001, η2 = 0.28, and
functional impairment severity, F(3, 62) = 18.67, p < .001, η2 = 0.47. Again we found a
higher observed power for impairment severity (0.89) than for symptom severity (0.43).
Descriptive statistics and Tukey HSD post-hoc analyses for each severity level can be
found in Table 6.
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Table 6
Severity rating descriptive statistics
n
m
sd
a
PTSD Symptom Severity
Level 1
17
42.12
7.50
Level 2
15
62.33b
4.86
b
Level 3
18
67.44
2.76
Level 4
15
71.47b
3.95
a
PTSD Functional Impairment
Level 1
16
22.38
4.82
Level 2
19
59.95b
3.62
b
Level 3
16
67.56
3.18
Level 4
14
82.71c
3.17
a
Schizophrenia Symptom Severity
Level 1
18
41.44
6.91
Level 2
15
52.73a,b
6.82
Level 3
17
68.00b,c
4.76
c
Level 4
16
76.75
2.24
Schizophrenia Functional Impairment Level 1
17
32.41a
7.08
a
Level 2
16
46.19
6.92
Level 3
16
68.38b
3.19
b
Level 4
17
85.35
3.43
Note. Different superscripts indicate significant differences based on Tukey HSD post
hoc analysis at p < .05.
Severity’s Impact on Diagnostic Decisions
We next examined how respondents’ severity ratings impacted their likelihood to give a
diagnosis using a series of logistic regressions. Both clinical diagnoses and V-codes are
included in the following models. For PTSD symptom severity, respondents’ severity
ratings did predict their likelihood to indicate that they believed the person described in
the vignette qualified for a diagnosis, Wald = 12.68, p < .001. Based on the HosmerLemeshow Test, the data appear to be a good fit for the model, χ2(6) = 10.11, p = .120.
Effect sizes ranged from 0.34 to 0.57 based on Cox and Snell R2 and Nagelkerke R2,
respectively, suggesting that there is a large amount of variance in the predictor variable
of symptom severity that is accounted for in the model. Respondents’ ratings of symptom
severity were highly predictive of their likelihood to recommend a diagnosis based on the
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overall classification rate of 93.8%. For PTSD symptom severity we found an odds ratio
of 1.09, meaning that as the severity ratings increased, the odds of giving a diagnosis
increased. Although we found that symptom severity ratings were significantly predictive
of diagnostic recommendations, there was little power represented in the overall model
(0.04). This is a common theme across all models examined and is likely attributable to
small odds ratios. Further explanation for how this impacts the present results will be
addressed in the discussion. A summary of this model is presented in Table 7.
Functional impairment severity ratings for PTSD also predicted respondents’
ratings, indicating that they believe the person described in the vignette qualified for a
diagnosis, Wald = 13.12, p < .001. Again, the data were a good fit for the model, χ2(7) =
10.57, p = .158, and effect sizes suggested the predictor variable functional impairment
severity accounted for variance found in the model, Cox and Snell R2 = 0.26 and
Nagelkerke R2 = 0.44. Ratings of functional impairment severity highly predicted beliefs
that a diagnosis was present with an overall classification rate of 89.2%. We found an
odds ratio of 1.07 again indicating that as impairment severity ratings increased, so did
the likelihood of giving a diagnosis. We found an observed power of 0.03. A summary of
this model is presented in Table 7.
We used an overall model to examine any interaction effects of symptom severity
and functional impairment severity ratings. A summary of this model is presented in
Table 7. The overall model showed no interaction effect, Wald = 0.29, p = .594.
Although symptom severity and impairment severity were both originally predictive of
giving a diagnosis, including both in the model significantly decreased the predictive
power of both.
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Table 7
PTSD diagnostic recommendation model summaries
Predictor
Symptom Severity
Functional Impairment Severity
Combined
Symptom Severity
Functional Impairment Severity
Symptom X Impairment

B
0.09
0.06

SE B
0.03
0.02

Wald
12.68
13.12

p
< .001
< .001

eB
1.09
1.07

0.09
0.05
-0.00

0.05
0.06
0.00

3.25
0.63
0.29

.071
.428
0.59

1.10
1.05
1.00

Although symptom severity and functional impairment severity should have been
independent of one another based on the construction of the vignettes, it seems that
respondents were not treating these as independent variables. Some similarities in
severity ratings of the two variables would be expected for some vignettes but for
approximately half of the vignettes there should not have been a relationship between
symptom severity and functional impairment severity ratings. We found that ratings of
symptom severity and functional impairment severity were highly correlated, r = 0.77,
which suggests that when respondents were rating the severity levels they were not
viewing the number of symptoms and the level of impairment present as independent.
We found a similar pattern for how severity ratings for schizophrenia predicted
respondents’ likelihood to say that a diagnosis was present. Symptom severity ratings for
schizophrenia significantly predicted giving a diagnosis, Wald = 16.02, p < .001.
Symptom severity ratings accounted for a large amount of variance found within the
model (Cox and Snell R2 = 0.40, Nagelkerke R2 = 0.59) and that data overall fit the model
well, χ2(8) = 4.25, p = .834. The overall classification rate for symptom severity ratings
was 86.4% with an odds ratio of 1.09 suggesting that as severity increased respondents
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were more likely to give a diagnosis; observed power was 0.034. A summary of this
model can be found in Table 8.
Schizophrenia functional impairment ratings were also a significant predictor of
respondents’ likelihood of giving a diagnosis, Wald = 15.71, p < .001. Based on the
Hosmer and Lemeshow Test, the data were a good fit for the model, χ2(8) = 8.28, p =
.402, and the effect sizes suggest that severity ratings accounted for an adequate amount
of variance in the model (Cox and Snell R2 = 0.31, Nagelkerke R2 = 0.46). The overall
classification rate for schizophrenia functional impairment ratings was 86.4%. As ratings
of functional impairment increased, the odds ratio giving a diagnosis was 1.06.Again, we
found a low observed power of 0.03. A model summary can be found in Table 8.
Table 8
Schizophrenia diagnostic recommendation model summaries
Predictor
Symptom Severity
Functional Impairment Severity
Combined
Symptom Severity
Functional Impairment Severity
Symptom X Impairment

B
0.08
0.06

SE B
0.02
0.01

Wald
16.02
15.71

p
< .001
< .001

eB
1.09
1.06

0.08
0.04
0.00

0.05
0.04
0.00

3.45
0.71
0.18

.063
.398
.670

1.09
1.04
1.00

For schizophrenia, the overall interaction model including both symptom severity
and functional impairment severity along with the interaction was not significant, Wald =
0.18, p = .670. This model summary is presented in Table 8. We again found a strong
relationship between severity ratings and impairment ratings, r = 0.80, suggesting that
respondents appeared to overlook differences in the severity levels of these two
independent variables.
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Severity’s Impact on Treatment Recommendations
We next examined if severity ratings were predictive of respondents’ likelihood to
recommend treatment. For PTSD, only 5 respondents did not recommend treatment.
Treatment of some kind was recommended for every vignette except the baseline no
symptoms-no impairment vignette. It appears that as long as any symptoms or any
impairment was present, respondents believed that the person described in the vignette
would benefit from treatment. However, because so few individuals did not recommend
treatment, we were not able to run any inferential tests (i.e., a logistic regression)
examining if symptom or functional impairment severity predicted treatment decision.
Unlike treatment recommendations for PTSD, symptom severity and functional
impairment severity for schizophrenia were significant predictors of treatment
recommendations. Symptom severity ratings fit the data well, χ2(8) = 4.10, p = .848, and
accounted for an adequate amount of variance within the model (Cox and Snell R2 = 0.40,
Nagelkerke R2 = 0.72). The overall classification rate was 92.4% for symptom severity
with Wald = 9.93, p = .002. As severity ratings increased, the odds of recommending
treatment increased (odd ratio = 1.14). We found an observed power of 0.05. The model
summary is included in Table 9. Functional impairment ratings also were a good fit for
the data, χ2(8) = 1.70, p = .989, and effect sizes indicate ratings accounted for an adequate
amount of variance in the model (Cox and Snell R2 = 0.32, Nagelkerke R2 = 0.59). There
was an overall classification rate of 90.9% and Wald = 11.37, p = .001; observed power
was 0.04. A model summary can be found in Table 9. As with diagnostic
recommendations, we did not find an interaction effect for treatment recommendations (a
model summary is presented in Table 9).
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Table 9
Schizophrenia treatment recommendation model summaries
Predictor
Symptom Severity
Functional Impairment Severity
Combined
Symptom Severity
Functional Impairment Severity
Symptom X Impairment

B
0.13
0.08

SE B
0.04
0.03

Wald
9.93
11.37

p
.002
.001

eB
1.14
1.09

0.11
0.02
0.00

0.07
0.07
0.00

2.43
0.08
0.00

.119
.779
.999

1.11
1.02
1.00

Diagnostic Accuracy
Based on vignette construction, lower level symptom and impairment vignettes
did not qualify for diagnoses, higher level symptom and impairment vignettes did qualify
for a diagnosis, and mid-level vignettes, although not clinically diagnosable, could have
qualified for V-codes or no diagnosis. How symptom severity and impairment severity
corresponded with diagnoses for both PTSD and schizophrenia is presented in Table 10.
We calculated sensitivity and specificity together for the vignettes that fell into the
clearly Not Diagnosable and Diagnosable categories, excluding vignettes that present an
ambiguous, borderline presentation. For PTSD there were 21 vignettes which should not
have received any diagnosis and 26 vignettes which should have been diagnosed.
Respondents were similar in their accuracy of determining if a diagnosis was present or
not (sensitivity = 0.46, specificity = 0.48). Table 11 presents the rates at which
respondents provided an accurate diagnosis (or not). Diagnoses given when no diagnosis
was present included major depressive disorder (n = 3), adjustment disorder (n = 2), acute
stress disorder (n = 1), other personal history of psychological trauma (n = 1), and other
condition that may be clinically relevant (n = 1). Inaccurate diagnoses given when PTSD
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was present included other personal history of psychological trauma (n = 7), other
condition that may be clinically relevant (n = 3), no specific diagnosis (n = 2), major
depressive disorder (n = 1), and other specific diagnosis (n = 1). We additionally
calculated specificity again for the Not Diagnosable group including V-code diagnoses
since any presence of symptoms or impairment could qualify as a V-code; specificity
increased from 0.48 to 0.57 when including V-Codes.
For Schizophrenia, respondents were much more accurate in determining that no
diagnosis was present than providing a correct diagnosis when warranted (sensitivity =
0.13, specificity = 0.64). Twenty-three vignettes should have received a schizophrenia
diagnosis and 22 vignettes should not have been diagnosed. Table 12 presents the rates
respondents’ provided an accurate diagnosis. Diagnoses given when no diagnosis was
present included major depressive disorder (n = 2), relationship distress with spouse or
intimate partner (n = 2), schizoaffective disorder (n = 1), other problem related to
employment (n = 1), unspecified problem related to unspecified psychosocial
circumstances (n = 1), and other condition that may be clinically relevant (n = 1).
Inaccurate diagnoses given when schizophrenia was present included no specific
diagnosis (n = 10), relationship distress with spouse or intimate partner (n = 4),
schizoaffective disorder (n = 3), major depressive disorder (n = 1), schizotypal disorder
(n = 1), and other personal history of psychological trauma (n = 1). Again, we
recalculated specificity for the Not Diagnosable group to include V-codes and found an
increase from 0.64 to 0.82.
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Table 10
Diagnosis based on severity levels
No
Impairment
No
Low
Medium
High

Severity
Low

Medium

High

Not Diagnosable Not Diagnosable
Unclear
Unclear
Not Diagnosable
Unclear
Diagnosable Diagnosable
Not Diagnosable
Unclear
Diagnosable Diagnosable
Not Diagnosable
Unclear
Diagnosable Diagnosable

Table 11
Diagnosis of PTSD vignettes

Diagnosis

Diagnosable
12

Vignette
Not Diagnosable
11

Clinicians’ Decision
No Diagnosis

14

10

Table 12
Diagnosis of schizophrenia vignettes

Diagnosis
Clinicians’ Decision No Diagnosis

Diagnosable
3
20

Vignette
Not Diagnosable
14
8

Because the vignettes that did not fall into the Not Diagnosable or Diagnosable
categories were intended to be more ambiguous, there was no reasonable way to calculate
diagnostic accuracy. These vignettes could have been considered no diagnosis or a Vcode diagnostic option. Diagnostic options applied to these vignettes for the PTSD group
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included no specific diagnosis (n = 7), PTSD (n = 7), other personal history of
psychological trauma (n = 3), and acute stress disorder (n = 2). Diagnostic options
applied to this group of schizophrenia vignettes included relationship distress with spouse
or intimate partner (n = 6), no specific diagnosis (n = 5), delusional disorder (n = 3), other
condition that may be clinically relevant (n = 2), major depressive disorder (n = 1),
schizophrenia (n = 1), schizoaffective disorder (n = 1), unspecified problem related to
unspecified psychosocial circumstances (n = 1), and other specific diagnosis (n = 1).
Treatment Recommendations
We content coded treatment recommendation items because they were free
response. Respondents answered separately for any items they endorsed related to
outpatient treatment with psychotherapy, inpatient treatment with psychotherapy,
outpatient treatment with psychotropic, inpatient treatment with psychotropic, and other
treatment recommendations. Vignettes were grouped as they were for the diagnostic
accuracy analysis (see Table 10) to identify if any themes were present in the types of
treatments being recommended based on the severity of symptoms and impairment.
Although we asked about different types of treatment separately, some respondents
referenced a different type of treatment in their response (e.g., respondent referenced a
type of psychotherapy when describing recommended psychotropic treatment). When this
occurred, the response was coded in all appropriate areas (e.g., information referring to
medication was coding with the psychotropic responses and information referring to
psychotherapy was included with the other psychotherapy responses). Additionally, if
respondents included information referencing different treatment options, these were each
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coded separately. Because of this, reported ns for each response may not total the ns for
the types of treatments recommended.
For the Not Diagnosable PTSD group, there were 12 outpatient psychotherapy
recommendations, 2 outpatient psychotropic recommendations, and 2 other
recommendations (total N = 22). The 2 “other” recommendations were for a more
thorough assessment, all other treatment recommendations can be found in Table 13. For
the Unclear PTSD group, there were 15 outpatient therapy recommendations, 2 inpatient
therapy recommendations, 2 outpatient psychotropic recommendations, 1 inpatient
psychotropic recommendation, and 1 other treatment recommendation (total N = 20).
Again, the “other” recommendation was for a more thorough assessment; descriptions of
treatment recommendations are in Table 13. For the Diagnosable PTSD group there were
20 outpatient psychotherapy recommendations, 6 outpatient psychotropic
recommendations, and 6 other recommendations (total N = 26). Four of the 6 “other”
recommendation were for medication referrals and two were related to outpatient therapy
so are included in treatment descriptions in Table 13.
We additionally examined if respondents were more likely to recommend
treatment by psychotherapy or psychotropics based on the severity presented in the
vignette using a two-way chi-square. Again we separated vignettes into three groups (Not
Diagnosable, Unclear, Diagnosable). Overall, respondents recommended treatment types
in similar trends across vignette groups, χ2(2) = 3.50, p = .174. Rates of treatment
recommendations across all PTSD vignettes are presented in Table 14.
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Table 13
PTSD treatment descriptions
Vignette Group
Not
Diagnosable (N
= 22)

Treatment Type

Treatment Descriptions

Outpatient Psychotherapy (n =
12)

Cognitive-Behavioral (n = 9)

Outpatient Psychotropics (n = 2)
Unclear
(N = 20)

Outpatient Psychotherapy
(n = 15)

Supportive (n = 3)
Trauma Focused (n = 1)
Psychoeducational (n = 1)
Solution Focused (n = 1)
Intensive Day Treatment (n = 1)
SSRI (n = 1)
Medication (n = 1)
Cognitive-Behavioral (n = 10)

EMDR (n = 3)
General Psychotherapy (n = 3)
Ex/R Prevention (n = 2)
MBCT (n = 1)
Acceptance & Commitment (n = 1)
Exposure (n = 1)
Solution Focused (n = 1)
Alternating Bilateral Simulation (n =
1)
Hypnosis (n = 1)
Inpatient Psychotherapy (n = 2)
Group Therapy (n = 2)
Individual Therapy (n = 1)
Outpatient Psychotropics (n = 2)
Antidepressant (n = 1)
Medication (n = 1)
Inpatient Psychotropics (n = 1)
Anxiolytic (n = 1)
Antipsychotic (n = 1)
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Table 13 Continued
Diagnosable
(N = 26)

Outpatient Psychotherapy
(n = 20)

Cognitive-Behavioral (n = 16)

EMDR (n = 5)
Cognitive Processing (n = 2)
Supportive (n = 2)
Prolonged Exposure (n = 2)
Ex/R Prevention (n = 2)
Psychotherapy (n = 2)
Psychoeducational (n = 2)
Therapy for Agoraphobia (n = 1)
Process Oriented (n = 1)
Relaxation (n = 1)
Dialectical-Behavioral (n = 1)
Response Conditioning (n = 1)
Mind Stimulation Therapy (n = 1)
Group Therapy (n = 1)
Outpatient Psychotropics (n = 6)
Medication (n = 3)
Mood Stabilizer (n = 2)
Anxiolytic (n = 1)
SSRI (n = 1)
Antidepressant/Anxiolytic (n = 1)
Note: SSRI = selective serotonin reuptake inhibitor, EMDR = eye movement
desensitization and reprocessing, EX/R Prevention = exposure and response prevention,
and MBCT = mindfulness-based cognitive therapy.
Table 14
PTSD treatment recommendations
Not Diagnosable
Unclear
Diagnosable

Psychotropics
0
3
6

Psychotherapy
14
18
22

We next analyzed the recommended duration of treatment. We compared
treatment durations for the Not Diagnosable and Diagnosable groups to determine if there
were differences in the durations of treatments recommended based on the severity of the
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vignettes. We did not find significant differences in the durations of treatments
recommended for outpatient psychotherapy (χ2(3) = 5.54, p = .137) or outpatient
psychotropics (χ2(2) = 1.78, p = .411). Table 15 presents the different treatment duration
recommendations.
Table 15
PTSD treatment durations
Vignette Group
Not Diagnosable
(N = 22)

Treatment Type

Treatment Duration

Outpatient Psychotherapy (n = 12)

> 5 sessions (n = 1)
6-10 sessions (n = 7)
16-20 sessions (n = 3)
20+ sessions (n = 1)
3-6 months (n = 1)
6-9 months (n = 1)

Outpatient Psychotropics (n= 2)
Unclear (N = 20)

Outpatient Psychotherapy (n = 15)
Inpatient Psychotherapy (n = 2)

Diagnosable
(N = 26)

Outpatient Psychotropics (n = 2)
Inpatient Psychotropics (n = 1)
Outpatient Psychotherapy (n = 20)

Outpatient Psychotropics (n = 6)

6-10 sessions (n = 5)
11-15 sessions (n = 6)
20+ sessions (n = 4)
> 1 week (n = 1)
9+ weeks (n = 1)
9+ months (n = 2)
9+ weeks (n = 1)
6-10 sessions (n = 1)
11-15 sessions (n = 4)
16-20 sessions (n = 11)
20+ sessions (n = 4)
3-6 months (n = 1)
6-9 months (n = 2)
9+ months (n = 3)

For the Not Diagnosable Schizophrenia vignettes (N = 22), there were 9
outpatient psychotherapy recommendations, 1 inpatient psychotherapy recommendation,
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1 outpatient medication recommendation, and 5 other recommendations. The inpatient
psychotherapy recommendation was for general psychotherapy, medication in general
was recommended for the outpatient psychotropic treatment, an antidepressant was
recommended for the inpatient psychotropic treatment, and all “other” recommendations
were for a more thorough assessment. Descriptions of outpatient psychotherapy
recommendations can be found in Table 16. For the Unclear Schizophrenia vignettes
there were 12 outpatient psychotherapy and 1 inpatient psychotherapy recommendations,
10 outpatient psychotropic and 1 inpatient psychotropic recommendations, and 4 other
recommendations. The one inpatient psychotherapy recommendation was for supportive
therapy, the one inpatient psychotropic recommendation was for an SSRI, two of the
“other” recommendations were related to psychotherapy and psychotropics so they are
included in that section in Table 16, and the remaining two “other” recommendations
were for neuropsychological testing and a more thorough assessment. Descriptions of the
recommended outpatient psychotherapy and psychotropic treatments are presented in
Table 16. For the Diagnosable schizophrenia vignette group, there were 10 outpatient
psychotherapy, 2 inpatient psychotherapy, 10 outpatient psychotropic, 7 inpatient
psychotropic, and 3 other recommendations. Outpatient psychotherapy, outpatient
psychotropic and inpatient psychotropic treatment descriptions are in in Table 16. The
two inpatient psychotherapy recommendations were for group CBT and group and
individual therapy. The one “other” recommendation was related to psychotherapy and is
included in that section in Table 16; the remaining 2 recommendations were for a more
thorough assessment and a consultation.
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Table 16
Schizophrenia treatment descriptions
Vignette Group
Not Diagnosable
(N = 22)

Unclear
(N = 21)

Treatment Type

Treatment Descriptions

Outpatient Psychotherapy
(n = 9)

Cognitive-Behavioral (n = 6)

Outpatient Psychotherapy
(n = 12)

Outpatient Psychotropics
(n = 10)

Diagnosable
(N = 23)

Outpatient Psychotherapy
(n = 10)
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Psychotherapy (n = 2)
Supportive (n = 1)
ACT (n = 1)
Psychodynamic (n = 1)
Interpersonal (n = 1)
Psychodynamic Interpersonal (n = 1)
Cognitive-Behavioral (n = 7)
General Psychotherapy (n = 7)
Couples Therapy (n = 3)
Motivational Interviewing (n = 1)
Insight Oriented (n = 1)
Unknown (n = 2)
Medication (n = 6)
Antipsychotic (n = 2)
SSRI (n = 2)
Second Gen. Antipsychotic (n = 1)
Mood Stabilizer (n = 1)
Unknown (n = 1)
General Psychotherapy (n = 5)
Cognitive-Behavioral (n = 4)
Supportive (n = 4)
Psychoed/Med Compliance (n = 3)
Problem Solving (n = 2)
Couples Therapy (n = 1)
Medication Referral (n = 1)

Table 16 Continued
Outpatient Psychotropics
(n = 10)

Antipsychotic (n = 5)

Medication (n = 5)
Antidepressant (n = 2)
Mood Stabilizer (n = 1)
Inpatient Psychotropics (n = 7)
Medication (n = 5)
Antipsychotic (n = 2)
Note: ACT = acceptance and commitment therapy, and SSRI = selective serotonin
reuptake inhibitor.
We also analyzed differences in rates of treatment recommendations for the
schizophrenia vignette groups. The specific rates of treatment recommendations by
vignette group are presented in Table 17. Unlike for the PTSD vignettes, respondents did
appear to differ in their types of treatment recommendations based on the levels of
severity presented in the vignettes, χ2(2) = 8.45, p = .014. As the severity of symptoms
and impairment increased, respondents were more likely to shift from recommending
psychotherapy to recommending psychotropics.
Table 17
Schizophrenia treatment recommendations
Not Diagnosable
Unclear
Diagnosable

Psychotropics
1
13
18

Psychotherapy
10
13
12

Treatment duration recommendations for the schizophrenia vignettes can be found in
Table 18. We compared outpatient psychotherapy treatment duration recommendations
for the Not Diagnosable and Diagnosable groups and did not find significant differences
between groups, χ2(4) = 7.47, p = 0.11.
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Table 18
Schizophrenia treatment durations
Vignette Group
Not Diagnosable
(N = 22)

Unclear (N = 21)

Treatment Type

Treatment Duration

Outpatient Psychotherapy (n = 9)

> 5 sessions (n = 1)
6-10 sessions (n = 3)
11-15 sessions (n = 3)
16-20 sessions (n = 1)
20+ sessions (n = 1)
1-3 weeks (n = 1)
9+ months (n = 1)
1-3 weeks (n = 1)

Inpatient Psychotherapy (n = 1)
Outpatient Psychotropics (n = 1)
Inpatient Psychotropics (n = 1)
Outpatient Psychotherapy (n = 12)

Inpatient Psychotherapy (n = 1)
Outpatient Psychotropics (n = 10)

Diagnosable (N = 23)

Inpatient Psychotropics (n = 1)
Outpatient Psychotherapy (n = 10)

Inpatient Psychotherapy (n = 2)
Outpatient Psychotropics (n = 10)
Inpatient Psychotropics (n = 7)
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6-10 sessions (n = 1)
11-15 sessions (n = 3)
16-20 sessions (n = 3)
20+ sessions (n = 5)
1-3 weeks (n = 1)
1-3 months (n = 1)
3-6 months (n = 1)
6-9 months (n = 3)
9+ months (n = 5)
1-3 weeks (n = 1)
6-10 sessions (n = 1)
11-15 sessions (n = 1)
16-20 sessions (n = 1)
20+ sessions (n = 7)
1-3 weeks (n = 1)
9+ weeks (n = 1)
3-6 months (n = 1)
6-9 months (n = 3)
9+ months (n = 6)
1-3 weeks (n = 4)
9+ weeks (n= 3)

DISCUSSION
The purpose of the present study was to examine how the severity of symptoms
and the severity of functional impairment a person may be experiencing correspond with
diagnostic accuracy. Additionally, we were interested in determining how the severity of
symptoms or impairment impacted treatment recommendations. Because the presence of
both symptoms and impairment are required for most all diagnoses in DSM-5, it is
important to be able to understand the types of information professionals are attending to
when diagnosing. It is also important to understand how professionals are
conceptualizing cases that may have one component of a diagnosis present but may be
lacking another essential component. Specifically, for an accurate diagnosis to be made
by DSM-5 standards, both symptoms and impairment must be present, but what do
professionals do when one is present without the other? Using case vignettes for two
example disorders we manipulated the levels of symptoms and impairment present to
determine what professionals seem to be attending to most.
We initially hypothesized as severity of both symptoms and impairment
increased, so would the rates at which professionals gave diagnoses. Overall, the pattern
we observed supported this hypothesis; the severity of symptoms and the severity of
impairment were both predictive of a respondents’ likelihood to give a diagnosis when
examined separately. However, because symptom severity and impairment severity were
49

distinct manipulations in each vignette, we also predicted there would be an interaction
effect which we did not find for either disorder group. Based on how the vignettes were
constructed, there was some overlap in the severity levels for symptoms and impairment
but there were also an equal number of vignettes that should not have contained any
overlap (e.g., no symptoms and high impairment). Based on the high correlations we
found for symptom and impairment severity ratings for both PTSD and schizophrenia, it
appears that the presences of one feature of the diagnosis tended to overshadow the
absence of the other feature.
Although our observed power for all regression analyses was almost non-existent,
we argue that these results are still interpretable and meaningful. Our power analyses
were based on the observed odds ratios which were relatively low for each independent
model. However, these odds ratios are based on one unit of change on a 100 point scale.
When considering that we had four levels of severity represented in the current study, it is
unreasonable to expect that there would be a drastic increase in the odds of the
recommending a diagnosis (or treatment) with only one unit of increase on the severity
scale. We decided against using standardized scores in our regression analyses because
we were more interested in observing the impact of minute changes in the scale ratings.
Although the standardized models could still be interpretable, because there was overlap
in the range of ratings for each severity level we believed it was most appropriate to
examine the range of the entire scale.
The overall regression models do not change when using standardized scores, but
the odds ratios increase drastically because since the standardized model is examining
likelihood of change based on the standard deviation instead of a single unit increase. For
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example, the odds ratio for symptom severity of PTSD as a predictor of a diagnosis is
1.09 using the raw scores and 7.73 when using the standardized scores. As such, the
major disadvantage of not using standardized scores was the impact it had on our
observed power. Observed power for PTSD symptom ratings on diagnostic
recommendations increases from 0.04 to 0.88 when using the standardized model. So
although based solely on observed power, our analyses may not appear meaningful, we
argue that in the context of what we were interested in examining they are both
meaningful and interpretable.
The type of overshadowing found between ratings of symptom severity and
ratings of function impairment severity conceptually makes sense in the context of the
current study. Respondents were only presented with a limited amount of information and
then asked to provide a diagnostic recommendation. Brannon and Carson (2003) found
that medical diagnoses given by nurses varied based on the types of information with
which the nurses were presented. As such, respondents’ may have only been paying
attention to the information that was presented to them as opposed to thinking about the
information that was not. However, in everyday clinical practice there is nothing
preventing this same phenomenon from occurring which could be problematic in regards
to the diagnoses that are given, particularly when a diagnosis may not be warranted.
Diagnostic overshadowing has typically been examined with comorbid disorders or
medical illness (Jones et al., 2008; Jopp & Keys, 2001; Levitan & Reiss, 1983; Wood &
Tracey, 2009) but it seems that a similar phenomenon occurred in the current study.
Respondents were asked not to use any formal diagnostic materials when completing the
present study because we were interested in how they would conceptualize the case based
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on the information presented. Nonetheless, respondents should still have had a general
consideration of the essential features necessary for a diagnosis to be made (symptoms
and functional impairment).
Perhaps related to the fact that respondents appeared to be overlooking the
absence of some information, they also did not perform as well as we would have
predicted in regards to diagnostic accuracy. For the PTSD vignettes, respondents
performed worse than would be expected by chance in accurately stating that a diagnosis
was present and just over chance in accurately stating that no diagnosis was present. An
even bigger discrepancy was found for the schizophrenia vignettes in that respondents did
extremely poorly in accurately stating a diagnosis was present but did well is correctly
stating when no diagnosis was present. A factor that likely impacted the improvement in
specificity over sensitivity in the current study was the inclusion of V-codes as diagnostic
options. Although specificity was higher than sensitivity for both PTSD and
schizophrenia vignettes when only considering no diagnosis, it increased even more when
V-codes were included as accurate responses. The vignettes were created so that the
higher two levels of symptom severity would have met diagnostic thresholds for each
disorder and that the variable factor would then be the level/presence of functional
impairment. It is unclear why the respondents had difficulties in giving an accurate
diagnosis because the inaccurate diagnoses that were given did not appear to follow any
specific trend. Inaccurate diagnoses ranged from various V-codes to mood disorders to
other psychotic disorders (psychotic disorders were specific to the schizophrenia
vignettes).
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Evans and colleagues (2015) reviewed some of the strengths and weaknesses of
vignette methodologies and highlighted that although vignettes cannot be considered
representative of actual clinical practice, if constructed appropriately they can investigate
similar processes (e.g., decision-making, prognostication) to what is found in clinical
practice. Specifically, vignettes are different from a typical clinical interview in that the
person can seek additional information, the interviewer can see the affect and behavior of
the interviewee, and the depth of information tends to be greater. These factors may have
impacted the poor diagnostic accuracy seen in this study. For example, this challenge
may be specifically related to the issues we found in respondents’ accuracy diagnosing
the schizophrenia vignettes because some of the negative symptoms associated with
schizophrenia would be easily observable with a real patient but may be more difficult to
conceptualize when just reading about a case.
However, written vignettes also provide a concise, linear presentation of
information that rarely emerges in a typical diagnostic interview along with information
that the diagnostician may have forgotten to assess. Further, all essential features were
included in the vignettes so we would have expected accuracy to be at least somewhat
better than what we found. Considering potential clinical implications, some vignettes
were created not to be ambiguous and others were. In actual clinical practice ambiguity is
extremely common. Nendaz, Raetzo, Junod, and Vu (2000) examined the differences in
diagnostic accuracy for medical professionals (students, residents, and general internists)
based on how the information was presented; information was presented in either a
vignette format or as a chief complaint in which the respondent could request follow up
information to make a diagnosis. Overall, professionals were more accurate in giving the
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correct diagnosis for the clinical vignette than the chief complaint condition, even though
they were able to request all the additional information they believed to be necessary
before making a diagnosis (Nendaz et al., 2000). Based on this study, it appears that in
some cases professionals may experience difficulties in deciding what information to
gather in order to rule out other potential diagnostic options. With the use of vignettes,
typically information related to differential diagnoses will be included in an effort to
increase the validity of the vignette which reduces some of the ambiguity that may
surround the potential diagnoses (Evans et al., 2015). Because this ambiguity may be
more the rule than the exception, there may be some cause for concern in regards to how
people are actually being diagnosed. It is obviously very likely that professionals would
take more precaution when diagnosing an actual patient as opposed to a vignette, but
there is still the possibility (and likely probability) that some information comes across as
more salient when a professional is considering potential diagnostic options.
When examining how respondents recommended treatments, we expected a trend
similar to what we found in their likelihood to give a diagnosis; we predicted that as
symptom severity and impairment severity increased, so would respondents’ likelihood to
recommend some form of treatment. For the PTSD vignettes, respondents recommended
treatment for almost all vignettes as long as there were any symptoms or impairments
present. Therefore, at least for that group of vignettes, respondents seemed to think the
person described could benefit from treatment regardless of whether or not they had a
diagnosis. The likelihood that some individuals who do not have a diagnosis would still
benefit from treatment is generally well-known. However, although it would be ideal for
every person who could benefit from mental health treatment to receive it, often times
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restrictions set by managed care may not allow treatment to happen or may place strict
restrictions on the types of treatments that will be reimbursed (Braun & Cox, 2005;
Murphy et al., 1998).
We found a different pattern of treatment recommendations for the schizophrenia
vignettes. Symptom severity and impairment severity were both independently predictive
of treatment recommendations. Again, as with diagnostic recommendations, we did not
find an interaction effect. Overall, respondents tended to treat the schizophrenia vignettes
differently than the PTSD vignettes. The schizophrenia and PTSD vignettes were written
in an effort to keep information as consistent as possible across the disorder groups and
yet regardless of severity, most respondents thought the PTSD vignettes would benefit
from treatment but for the schizophrenia vignettes severity predicted treatment
recommendations. It is unclear why this happened especially because severity ratings
were similar across the vignette groups.
The discrepancy between treatment recommendations across vignettes for the two
disorders is interesting when considering that the vignettes were written with the goal of
keeping the severity levels consistent across the disorders. For example, for the Unclear
vignettes, there were substantially more psychotropic recommendations for the
schizophrenia group (n = 11) than for the PTSD group (n = 3). This trend was the same
for the Diagnosable vignettes. This trend is likely due to the fact that psychotropic
medications are typically an integral component of treatment for schizophrenia (Tandon
et al., 2010). Although early interventions for those at risk of developing a psychotic
disorder have gained popularity and support, this is an area in which further research is
needed (Correll, Hauser, Auther, & Cornblatt, 2010; McGorry et al., 2009). The vignettes
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in the Unclear group would not yet have met diagnostic thresholds for a psychotic
disorder and therefore treating individuals presenting with symptoms such as those
described in the vignette could potentially be more damaging than beneficial. Also of
importance is the overall number of treatment recommendations that were made for the
Not Diagnosable group. As just discussed, although people presenting with symptoms or
impairment similar to what was described in these vignettes may benefit from treatment,
those treatments would likely not be covered by insurance providers.
Overall, this study provided some interesting insight into the types of information
professionals may be attending to when conceptualizing cases. Although mental health
professionals have diagnostic guidelines to refer to when making diagnostic decisions,
how they conceptualize cases is arguably as important as how accurate they are in their
ability to apply diagnostic guidelines. A main feature of almost all mental disorder
diagnoses in DSM- 5 is that both symptoms and functional impairment need to be present
in order for a diagnosis to be made. However, in the present study we found that that the
presence of one (either symptoms or impairment) may have actually overshadowed the
absence of the other feature. Additionally, we found that a majority of professionals
believed that cases that did not qualify for diagnoses still would have benefited from
treatment. This raises an issue of whether the use of diagnostic guidelines are truly as
beneficial as they are intended to be. Diagnostic manuals such as the DSM or ICD are
supposed to be constructed in a manner which will aid in clinical utility (First, 2010;
Reed, 2010). However, if professionals do not view all components of a diagnosis to be
necessary, than those guidelines may not be as useful as they are intended to be.
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Theoretically, it makes sense to have some structure on which to base a diagnostic
decision. However, with some of the inherent ambiguity that is going to arise in a clinical
setting, that structure may be actually be doing a disservice to some individuals who do
not fully meet diagnostic thresholds. For example, the functional impairment component
of a diagnosis is important because it is implying that because of a set of symptoms, a
person is experiencing problems in their ability to carry out essential daily tasks. Yet
there are also people who are experiencing similar impairments in their ability to function
but who do not have a set of symptoms present that would constitute a diagnosis (Normal
et al., 2007; Sacchetti et al., 2015). Because of this, there may be, and likely are,
individuals who would benefit from mental health services that are not able to receive
them. Based on the results of the present study, it may also be argued that symptom
presence and functional impairment are not mutually exclusive. Conceptually it is
difficult to imagine a person experiencing multiple psychiatric symptoms in the absence
of any impairment in functioning. Alternatively, most impairments could be considered
as directly related to, or the result of, specific symptoms.
In expanding on the present study, it would be beneficial to assess the actual level
of symptoms and impairments that individuals who present for services are endorsing.
Depending upon what is actually observed in clinical practice, it may be valuable to
reassess how our thresholds for services are determined in an effort to ensure that those
who need services are in fact receiving them. Additionally, it would be interesting to
determine how professionals are conceptualizing, diagnosing, and recommending
treatments for individuals in clinical settings who do not fall neatly into diagnostic
categories.
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Limitations
There were a number of limitations in the present study. First, as previously
mentioned, the use of vignettes does not allow for some of the more behavioral or
objective observations that would take place with a real patient. Although the use of
vignettes in the current study was necessary in order to be able to manipulate the level of
symptoms or impairment that the respondents viewed, it also limited some of additional
information that likely would have been gathered in a clinical setting. Unfortunately, it
would be extremely difficult, if not impossible to conduct a study such as this in a clinical
setting due to variations in symptom presentations across patients.
There were also limitations with our participant pool. We recruited participants
for the current study based on a convenience sample in which we could easily access a
large number of professionals. Because of this, not only was our sample not
representative of professionals across the country, but there was limited diversity in
represented professionals. The majority of the respondents in the current study worked in
private practice. As such, they may not have had as much regular experience with the
example disorders used in the current study. Particularly for schizophrenia, first line
treatment is going to be psychotropic medication so individuals presenting with this or
other psychotic disorders are likely not seen as often in a private practice setting.
Finally, we asked respondents in the present study not to reference any diagnostic
materials. We did this because we were interested in determining how they would
conceptualize the cases. However, this decision could have greatly impacted diagnostic
accuracy. Although we were most interested in how respondents differentiated symptom
presence and severity of functional impairment, we had expected diagnostic accuracy to
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be better than what we observed. It is possible that if respondents were able to view the
diagnostic guidelines that their diagnostic accuracy would have improved.
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Protocol Title: Diagnostic Accuracy: The Role of Symptom Severity and Functional Impairment
Protocol Number: 15-429
Principal Investigator: Ms. Destiny Peterson
Date of Determination: 1/21/2016
Qualifying Exempt Category: 45 CFR 46.101(b)(2)
Attachments: Stamped, approved documents will be sent in an email following this notice.
Dear Ms. Peterson:
The Human Research Protection Program has determined the above referenced project exempt from
IRB review.
Please note the following:

 Retain a copy of this correspondence for your records.
 An approval stamp is required on all informed consents. You must use the stamped consent
form for obtaining consent from participants.
 Only the MSU staff and students named on the application are approved as MSU
investigators and/or key personnel for this study.
 The approved study will expire on 1/1/2017, which was the completion on date indicated on
your application. If additional time is needed, submit a continuation request. (SOP 01-07
Continuing Review of Approved Applications)
 Any modifications to the project must be reviewed and approved by the HRPP prior to
implementation. Any failure to adhere to the approved protocol could result in suspension
or termination of your project.
 Per university requirement, all research-related records (e.g. application materials, letters of
support, signed consent forms, etc.) must be retained and available for audit for a period of
at least 3 years after the research has ended.
 It is the responsibility of the investigator to promptly report events that may represent
unanticipated problems involving risks to subjects or others.
This determination is issued under the Mississippi State University's OHRP Federalwide Assurance
#FWA00000203. All forms and procedures can be found on the HRPP websi te: www.orc.msstate.edu.
Thank you for your cooperation and good luck to you in conducting this research project. If you have
questions or concerns, please contact me at ncobb@orc.msstate.edu or call 662-325-5220.
Finally, we would greatly appreciate your feedback on the HRPP approval process. Please take a few
minutes to complete our survey at https://www.surveymonkey.com/s/PPM2FBP.
Sincerely,
Nicole Cobb
Compliance Administrator
cc: Jared Keeley, Advisor
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Dr.

,

My name is Destiny Peterson, and I am currently working on my doctoral dissertation at
Mississippi State University under the supervision of Dr. Jared W. Keeley. I have
contacted you because of your affiliation with one or more state and national
psychological associations. Your clinical expertise would be extremely beneficial in
helping me complete this research project, in addition to aiding in the field’s
understanding of what clinicians are emphasizing when applying diagnostic concepts. I
understand your time is extremely valuable and limited; therefore, for your participation,
you may choose to enter your name into a drawing for a $200.00 Amazon.com gift card
which will be awarded after data collection is complete. Please note that no identifying
information associated with the incentive drawing will be traceable to your responses in
the study.
The focus of my dissertation study is examining the interaction of symptom presence and
severity of functional impairment, and how these correspond with diagnostic decisions.
My goal is that this study will provide useful information related to what clinicians are
most attending when conceptualizing different cases. Additionally, it is my hope that this
study may contribute to the field in providing a basis for why accurate (or inaccurate)
diagnosing may occur. If you consider participating, it is expected that the study will take
no more than 30 minutes of your time.
I understand that some may not have the time to commit to the current the study. If you
do not wish to participate in the current study and would prefer not to receive invitation
for any future research projects, please visit
.com where you can ‘opt out’. If you
do wish to participate, the web-based study can be found at
.com. Once you
click on the link, you will find the informed consent information and your rights as a
participant.
I sincerely hope that you will consider participating in the current study as your response
would be invaluable in assisting me with the completion of my doctoral degree in clinical
psychology, in addition to aiding the scientific study of clinical conceptualization. Thank
you for your time in advance, it is very much appreciated! Feel free to contact us with
any question or concerns you may have.
Sincerely,
Destiny Peterson, M.S.
Clinical Psychology Doctoral Student
Department of Psychology
dlp217@msstate.edu

Jared W. Keeley, Ph.D
Associate Professor
Department of Psychology
jk593@msstate.edu
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Dr.

,

You should have received an email from me two weeks ago requesting your participation
in my dissertation study. This email is being sent as a reminder for anyone who may still
be interested in completing the study and who has not already opted out.
Just to review, my name is Destiny Peterson, and I am completing my doctoral
dissertation at Mississippi State University under the supervision of Dr. Jared W. Keeley.
My dissertation study is examining the interaction of symptom presence and severity of
functional impairment, and how these correspond with diagnostic decisions. My goal is
that this study will provide useful information related to what clinicians are most
attending when conceptualizing different cases, which will hopefully aid in determining
why accurate (or inaccurate) diagnosing may occur.
We understand that your time is valuable, which is why we are providing an incentive for
your participation. For completing the study, you may choose to enter your name into a
drawing for a $200.00 Amazon.com gift card; this will be awarded after data collection is
complete. The study should take no more than 30 minutes to complete and no identifying
information that is associated with the incentive drawing will be linked to your responses
in the study.
Additionally, even if you are unable to help at this time, feel free to forward this email to
any licensed colleagues who might be interested in participating.
The web-based study can be found at
.com. Once you click on the link, you
will find the informed consent information and your rights as a participant. If you would
like to opt out of receiving reminders for the present study or invitations to future studies
please follow the opt out link to be removed from our email list
. Thank you
for your time in advance, it is very much appreciated! Feel free to contact use with any
question or concerns you may have.
Sincerely,
Destiny Peterson, M.S.
Clinical Psychology Doctoral Student
Department of Psychology
dlp217@msstate.edu

Jared W. Keeley, Ph.D.
Associate Professor
Department of Psychology
jk593@msstate.edu

70

INFORMED CONSENT

71

Mississippi State University
Informed Consent Form for Participation in Research
Title of Research Study: Diagnostic accuracy: The role of symptom severity and
functional impairment
Study Site: Qualtrics.com
Researchers: Destiny Peterson, M.S. and Jared W. Keeley, Ph.D., Mississippi State
University
Purpose
The purpose of this research is to determine how severity of symptoms and severity of
functional impairment influence diagnostic decisions for mental disorders.
Procedure
If you participate in this study, you will be asked to rate the severity of symptoms and
functional impairment of two case vignettes. You will additionally be asked to provide
your diagnostic impressions of the vignettes without referring to any diagnostic resources
(DSM, ICD, etc.). You will also be asked to provide treatment recommendations (if any).
Once you have completed severity ratings, diagnostic impressions, and treatment
recommendations for both vignettes, you will be asked to complete a brief demographics
questionnaire. Completion of the total study should take approximately 30 minutes of
your time.
Risks or Discomforts
Although participants may be uncomfortable with the pressure of trying to choose the
correct diagnosis, this study is not intended to be a test of your diagnostic knowledge.
The focus of this study instead is on how the severity of symptoms and/or impairment
contribute to clinicians’ conceptualizations of a client’s presenting problem.
Benefits
The data collected will allow researchers to better understand the interaction between
symptom and impairment severity, and how these correspond with clinician’s
conceptualizations of appropriate diagnoses and/or treatment options.
Incentive to Participate
You will have the opportunity, if you choose, to be entered into a drawing for a $200.00
Amazon.com gift card at the end of the study. The winner will be contacted once data
collection has ended via the preferred contact information provided by the participant.
Confidentiality
Names and additional contact information for the incentive to participate will be
collected, downloaded, and stored separately from response data to maintain response
anonymity. Please note that these records will be held by a state entity and therefore are
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subject to disclosure if required by law. Research information may be shared with the
MSU Institutional Review Board (IRB) and/or Office for Human Research Protections
(OHRP).
Questions
If you have any questions about this research project, please feel free to contact Destiny
Peterson, M.S. by phone: (228)-424-4518, and/or email: dlp217@msstate.edu, or Jared
W. Keeley, Ph.D. by phone: (662)-325-4799 and/or email: jk593@msstate.edu.
For questions regarding your rights as a research participant, or to express concerns or
complaints, please feel free to contact the MSU Regulatory Compliance Office by phone
at (662)-325-3994, by e-mail at irb@research.msstate.edu, or the web at
http://orc.msstate.edu/participant/.
Voluntary Participation
Please understand that your participation is voluntary. Your refusal to participate will
involve no penalty or loss of benefits to which you are otherwise entitled. You may
discontinue your participation at any time without penalty or loss of benefits.
Please take all the time you need to read through this document and decide
whether you would like to participate in this research study.
If you decide to participate, your completion of the research procedures indicates your
consent. Please keep this form for your records.
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1. PTSD no severity & no impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past months, John has not thought much about the robbery. Even after the
robbery, John continues to take the same route home from work which causes him to
have to pass by the gas station where the robbery occurred at least twice a day. In fact,
John will occasionally still stop at the gas station if he needs to purchase anything on his
way to or from work. John occasionally thinks about the fact that the perpetrator got
away, but he is thankful that he was able to get through the situation unharmed and that
no innocent bystanders were harmed during the ordeal. John still has people ask him
questions about the robbery such as what exactly happened, what it was like, and how he
felt in that moment. John does not mind sharing his experience with others and is
understanding of the interest that people have in what happened to him.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. John enjoys participating in these
activities and rarely misses any bowling meets or softball games. John is very close with
his family and attends a family dinner at his sister’s home every Sunday. John also stays
involved with his nieces and nephews by attending functions in which they are involved
whenever he has time. He enjoys spending time with his family and friends. John has not
called in sick to work in over a year. John does not use any substances and has no
medical conditions that could account for his symptoms.
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2. PTSD no severity and low impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past months, John has not thought much about the robbery. Even after the
robbery, John continues to take the same route home from work which causes him to
have to pass by the gas station where the robbery occurred at least twice a day. In fact,
John will occasionally still stop at the gas station if he needs to purchase anything on his
way to or from work. John occasionally thinks about the fact that the perpetrator got
away, but he is thankful that he was able to get through the situation unharmed and that
no innocent bystanders were harmed during the ordeal. John still has people ask him
questions about the robbery such as what exactly happened, what it was like, and how he
felt in that moment. John does not mind sharing his experience with others and is
understanding of the interest that people have in what happened to him.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
called his teammates and made excuses related to the mugging to miss bowling twice and
has also missed 3 softball meets. John is very close with his family and attends a family
dinner at his sister’s home every Sunday. John also stays involved with his nieces and
nephews by attending functions in which they are involved whenever he has time but has
made excuses not to do so during the past month. John has called in sick to work once
weekly during the past month. John does not use any substances and has no medical
conditions that could account for his symptoms.
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3. PTSD no severity & mid impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past months, John has not thought much about the robbery. Even after the
robbery, John continues to take the same route home from work which causes him to
have to pass by the gas station where the robbery occurred at least twice a day. In fact,
John will occasionally still stop at the gas station if he needs to purchase anything on his
way to or from work. John occasionally thinks about the fact that the perpetrator got
away, but he is thankful that he was able to get through the situation unharmed and that
no innocent bystanders were harmed during the ordeal. John still has people ask him
questions about the robbery such as what exactly happened, what it was like, and how he
felt in that moment. John does not mind sharing his experience with others and is
understanding of the interest that people have in what happened to him.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
missed bowling three times and has also missed 5 softball meets without calling any of
his teammates to let them know he would not be there. John is very close with his family
and attends a family dinner at his sister’s home every Sunday. However, during the past
month John has missed 2 dinners and does not return his sister’s call when she checks in
to see why he was not there. John has called in sick to work once weekly during the past
month and has missed three additional days during the past month without calling in. Coworkers and friends have started to notice that John is neglecting his personal hygiene, he
has not shaved and people are noticing he smells of body odor. John does not use any
substances and has no medical conditions that could account for his symptoms.
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4. PTSD no severity & high impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past months, John has not thought much about the robbery. Even after the
robbery, John continues to take the same route home from work which causes him to
have to pass by the gas station where the robbery occurred at least twice a day. In fact,
John will occasionally still stop at the gas station if he needs to purchase anything on his
way to or from work. John occasionally thinks about the fact that the perpetrator got
away, but he is thankful that he was able to get through the situation unharmed and that
no innocent bystanders were harmed during the ordeal. John still has people ask him
questions about the robbery such as what exactly happened, what it was like, and how he
felt in that moment. John does not mind sharing his experience with others and is
understanding of the interest that people have in what happened to him.
John is currently single but he typically had stayed fairly busy engaging in social
activities with his friends. For example, John is on a bowling team that meets weekly and
is also the pitcher for a local co-ed softball team that meets twice weekly. However,
during the past month John has not attended any bowling or softball meetings and will
not return his teammate’s calls. John has also stopped attending Sunday night dinners at
his sister’s home, which is something he used to do regularly, and he will not return any
of his family member’s, or friend’s, calls. During the past three weeks, John has not left
his home, not even to go to work. John has not called his work to tell them that he would
not be in. John has also been neglecting other responsibilities such as personal hygiene,
grocery shopping, and paying his bills. When John is around people they notice a strong
body odor and he looks like he has lost weight. A pipe under John’s house recently burst
during a cold front and he has refused to let the city workers replace it. John does not use
any substances and has no medical conditions that could account for his symptoms.
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5. PTSD low severity & no impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and leave John unsettled. John is also now avoiding going to the gas station and
has found a different route to take home in order to avoid having to see the gas station at
all. Recently John has been blaming himself for the robbery and the fact that the
perpetrator got away. Specifically, John thinks that if he would have stayed calmer
throughout the ordeal he would have been able to give the police a better description.
John still has people ask him questions about the robbery such as what exactly happened,
what it was like, and how he felt in that moment. John does not mind sharing his
experience with others and is understanding of the interest that people have in what
happened to him. John has also been experiencing trouble concentrating.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. John enjoys participating in these
activities and rarely misses any bowling meets or softball games. John is very close with
his family and attends a family dinner at his sister’s home every Sunday. John also stays
involved with his nieces and nephews by attending functions in which they are involved
whenever he has time. He enjoys spending time with his family and friends. John has not
called in sick to work in over a year. John does not use any substances and has no
medical conditions that could account for his symptoms.
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6. PTSD low severity & low impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and leave John unsettled. John is also now avoiding going to the gas station and
has found a different route to take home in order to avoid having to see the gas station at
all. Recently John has been blaming himself for the robbery and the fact that the
perpetrator got away. Specifically, John thinks that if he would have stayed calmer
throughout the ordeal he would have been able to give the police a better description.
John still has people ask him questions about the robbery such as what exactly happened,
what it was like, and how he felt in that moment. John does not mind sharing his
experience with others and is understanding of the interest that people have in what
happened to him. John has also been experiencing trouble concentrating.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
called his teammates and made excuses related to the mugging to miss bowling twice and
has also missed 3 softball meets. John is very close with his family and attends a family
dinner at his sister’s home every Sunday. John also stays involved with his nieces and
nephews by attending functions in which they are involved whenever he has time but has
made excuses not to do so during the past month. John has called in sick to work once
weekly during the past month. John does not use any substances and has no medical
conditions that could account for his symptoms.
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7. PTSD low severity & mid impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and leave John unsettled. John is also now avoiding going to the gas station and
has found a different route to take home in order to avoid having to see the gas station at
all. Recently John has been blaming himself for the robbery and the fact that the
perpetrator got away. Specifically, John thinks that if he would have stayed calmer
throughout the ordeal he would have been able to give the police a better description.
John still has people ask him questions about the robbery such as what exactly happened,
what it was like, and how he felt in that moment. John does not mind sharing his
experience with others and is understanding of the interest that people have in what
happened to him. John has also been experiencing trouble concentrating.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
missed bowling three times and has also missed 5 softball meets without calling any of
his teammates to let them know he would not be there. John is very close with his family
and attends a family dinner at his sister’s home every Sunday. However, during the past
month John has missed 2 dinners and does not return his sister’s call when she checks in
to see why he was not there. John has called in sick to work once weekly during the past
month and has missed three additional days during the past month without calling in. Coworkers and friends have started to notice that John is neglecting his personal hygiene, he
has not shaved and people are noticing he smells of body odor. John does not use any
substances and has no medical conditions that could account for his symptoms.
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8. PTSD low severity & high impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without
precipitating factors and leave John unsettled. John is also now avoiding going to the
gas station and has found a different route to take home in order to avoid having to see
the gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John still has people ask him questions about the robbery such as what
exactly happened, what it was like, and how he felt in that moment. John does not mind
sharing his experience with others and is understanding of the interest that people have in
what happened to him. John has also been experiencing trouble concentrating.
John is currently single but he typically had stayed fairly busy engaging in social
activities with his friends. For example, John is on a bowling team that meets weekly and
is also the pitcher for a local co-ed softball team that meets twice weekly. However,
during the past month John has not attended any bowling or softball meetings and will
not return his teammate’s calls. John has also stopped attending Sunday night dinners at
his sister’s home, which is something he used to do regularly, and he will not return any
of his family member’s, or friend’s, calls. During the past three weeks, John has not left
his home, not even to go to work. John has not called his work to tell them that he would
not be in. John has also been neglecting other responsibilities such as personal hygiene,
grocery shopping, and paying his bills. When John is around people they notice a strong
body odor and he looks like he has lost weight. A pipe under John’s house recently burst
during a cold front and he has refused to let the city workers replace it. John does not use
any substances and has no medical conditions that could account for his symptoms.
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9. PTSD mid severity & no impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has also been experiencing trouble concentrating and
has felt very on edge.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. John enjoys participating in these
activities and rarely misses any bowling meets or softball games. John is very close with
his family and attends a family dinner at his sister’s home every Sunday. John also stays
involved with his nieces and nephews by attending functions in which they are involved
whenever he has time. He enjoys spending time with his family and friends. John has not
called in sick to work in over a year. John does not use any substances and has no
medical conditions that could account for his symptoms.
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10. PTSD mid severity & low impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has also been experiencing trouble concentrating and
has felt very on edge.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
called his teammates and made excuses related to the mugging to miss bowling twice and
has also missed 3 softball meets. John is very close with his family and attends a family
dinner at his sister’s home every Sunday. John also stays involved with his nieces and
nephews by attending functions in which they are involved whenever he has time but has
made excuses not to do so during the past month. John has called in sick to work once
weekly during the past month. John does not use any substances and has no medical
conditions that could account for his symptoms.
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11. PTSD mid severity & mid impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has also been experiencing trouble concentrating
during the past month and has felt very on edge.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
missed bowling three times and has also missed 5 softball meets without calling any of
his teammates to let them know he would not be there. John is very close with his family
and attends a family dinner at his sister’s home every Sunday. However, during the past
month John has missed 2 dinners and does not return his sister’s call when she checks in
to see why he was not there. John has called in sick to work once weekly during the past
month and has missed three additional days during the past month without calling in. Coworkers and friends have started to notice that John is neglecting his personal hygiene, he
has not shaved and people are noticing he smells of body odor. John does not use any
substances and has no medical conditions that could account for his symptoms.
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12. PTSD mid severity & high impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has also been experiencing trouble concentrating
during the past month and has felt very on edge.
John is currently single but he typically had stayed fairly busy engaging in social
activities with his friends. For example, John is on a bowling team that meets weekly and
is also the pitcher for a local co-ed softball team that meets twice weekly. However,
during the past month John has not attended any bowling or softball meetings and will
not return his teammate’s calls. John has also stopped attending Sunday night dinners at
his sister’s home, which is something he used to do regularly, and will he not return any
of his family member’s, or friend’s, calls. During the past three weeks, John has not left
his home, not even to go to work. John has not called his work to tell them that he would
not be in. John has also been neglecting other responsibilities such as personal hygiene,
grocery shopping, and paying his bills. When John is around people they notice a strong
body odor and he looks like he has lost weight. A pipe under John’s house recently burst
during a cold front and he has refused to let the city workers replace it. John does not use
any substances and has no medical conditions that could account for his symptoms.
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13. PTSD high severity & no impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has been feeling increasingly detached from those
around him, even those to whom he is very close. John has also been experiencing
trouble concentrating during the past month and has felt very on edge. He has been
becoming increasingly irritable and will lash out at others at the smallest provocation.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. John enjoys participating in these
activities and rarely misses any bowling meets or softball games. John is very close with
his family and attends a family dinner at his sister’s home every Sunday. John also stays
involved with his nieces and nephews by attending functions in which they are involved
whenever he has time. He enjoys spending time with his family and friends. John has not
called in sick to work in over a year. John does not use any substances and has no
medical conditions that could account for his symptoms.
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14. PTSD high severity & low impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has been feeling increasingly detached from those
around him, even those to whom he is very close. John has also been experiencing
trouble concentrating during the past month and has felt very on edge. He has been
becoming increasingly irritable and will lash out at others at the smallest provocation.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
called his teammates and made excuses related to the mugging to miss bowling twice and
has also missed 3 softball meets. John is very close with his family and attends a family
dinner at his sister’s home every Sunday. John also stays involved with his nieces and
nephews by attending functions in which they are involved whenever he has time but has
made excuses not to do so during the past month. John has called in sick to work once
weekly during the past month. John does not use any substances and has no medical
conditions that could account for his symptoms.
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15. PTSD high severity & mid impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has been feeling increasingly detached from those
around him, even those to whom he is very close. John has also been experiencing
trouble concentrating during the past month and has felt very on edge. He has been
becoming increasingly irritable and will lash out at others at the smallest provocation.
John is currently single but he stays fairly busy engaging in social activities with his
friends. For example, John is on a bowling team that meets weekly and is also the pitcher
for a local co-ed softball team that meets twice weekly. During the past month John has
missed bowling three times and has also missed 5 softball meets without calling any of
his teammates to let them know he would not be there. John is very close with his family
and attends a family dinner at his sister’s home every Sunday. However, during the past
month John has missed 2 dinners and does not return his sister’s call when she checks in
to see why he was not there. John has called in sick to work once weekly during the past
month and has missed three additional days during the past month without calling in. Coworkers and friends have started to notice that John is neglecting his personal hygiene, he
has not shaved and people are noticing he smells of body odor. John does not use any
substances and has no medical conditions that could account for his symptoms.
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16. PTSD high severity & high impairment
John is a 28 year-old male currently living alone in a mid-sized city on the East coast.
John works at an automobile manufacturing plant where he is a machine operator. John
has worked at his current job for 5 years and enjoys it. Approximately 6-months ago John
was robbed at gun point on his way home from work while stopping at a gas station
around the corner from his house. The perpetrator was never caught.
During the past two months, John has randomly been experiencing thoughts related to the
robbery. These thoughts occur at random points throughout the day without precipitating
factors and cause John to become very upset. John has not gotten restful sleep lately due
to distressing nightmares about the robbery. John is also now avoiding going to the gas
station and has found a different route to take home in order to avoid having to see the
gas station at all. Recently John has been blaming himself for the robbery and the fact
that the perpetrator got away. Specifically, John thinks that if he would have stayed
calmer throughout the ordeal he would have been able to give the police a better
description. John has also been feeling very guilty about the fact that he could not better
identify the perpetrator and is afraid of the harm that may come to others if the
perpetrator robs again. John’s guilt is causing him to constantly feel down, even in
situations he should be happy. John has been feeling increasingly detached from those
around him, even those to whom he is very close. John has also been experiencing
trouble concentrating during the past month and has felt very on edge. He has been
becoming increasingly irritable and will lash out at others at the smallest provocation.
John is currently single but he typically had stayed fairly busy engaging in social
activities with his friends. For example, John is on a bowling team that meets weekly and
is also the pitcher for a local co-ed softball team that meets twice weekly. However,
during the past month John has not attended any bowling or softball meetings and will
not return his teammate’s calls. John has also stopped attending Sunday night dinners at
his sister’s home, which is something he used to do regularly, and he will not return any
of his family member’s, or friend’s, calls. During the past three weeks, John has not left
his home, not even to go to work. John has not called his work to tell them that he would
not be in. John has also been neglecting other responsibilities such as personal hygiene,
grocery shopping, and paying his bills. When John is around people they notice a strong
body odor and he looks like he has lost weight. A pipe under John’s house recently burst
during a cold front and he has refused to let the city workers replace it. John does not use
any substances and has no medical conditions that could account for his symptoms.
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1. Schizophrenia no severity & no impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
Mark and his partner have a good relationship. Although they both stay busy with work
and other activities in the community they always make time for each other. Mark also
gets along well with his coworkers and he often goes to lunch with people from his
office. Mark is a very outgoing and social person and would rather engage in activities
with others than alone. When younger, Mark was on a debate team and he still enjoys
having deep conversations or debates with his close friends and family. Mark could be
described as the typical “all American guy” in the way he carries himself and the
activities he enjoys.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark attends
the market every week rain or shine and others describe him as always a pleasure to be
around. Mark also hosts brunch in his home every weekend for his close friends. Mark
rarely misses work or any other regularly scheduled activities. Mark does not use any
substances and has no medical conditions that could account for his symptoms.
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2. Schizophrenia no severity & low impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
Mark and his partner have a good relationship. Although they both stay busy with work
and other activities in the community they always make time for each other. Mark also
gets along well with his coworkers and he often goes to lunch with people from his
office. Mark is a very outgoing and social person and would rather engage in activities
with others than alone. When younger, Mark was on a debate team and he still enjoys
having deep conversations or debates with his close friends and family. Mark could be
described as the typical “all American guy” in the way he carries himself and the
activities he enjoys.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark typically
attends the market every week rain or shine but has come up with last minute excuses to
miss two out of the three most recent markets. Mark also hosts brunch in his home every
weekend for his close friends. However, Mark has canceled brunch twice in the past
month saying he just “didn’t feel like it.” Mark rarely misses work or any other regularly
scheduled activities. Mark does not use any substances and has no medical conditions
that could account for his symptoms.
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3. Schizophrenia no severity & mid impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
Mark and his partner have a good relationship. Although they both stay busy with work
and other activities in the community they always make time for each other. Mark also
gets along well with his coworkers and he often goes to lunch with people from his
office. Mark is a very outgoing and social person and would rather engage in activities
with others than alone. When younger, Mark was on a debate team and he still enjoys
having deep conversations or debates with his close friends and family. Mark could be
described as the typical “all American guy” in the way he carries himself and the
activities he enjoys.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed two out of three markets without calling any of the other
organizers to inform them that he would not be there. Mark also hosts brunch in his home
every weekend for his close friends but canceled last weekend with no excuse after
people were already arriving at his home. Mark has called in sick to work four times in
the past two weeks and has forgotten to pay the mortgage and other bills two months in a
row. Friends and co-workers have noticed that Mark appears to be neglecting his personal
appearance; he has shown up to work in dirty clothes and his hair, which he usually keeps
short and well groomed, appears greasy and untidy. Mark does not use any substances
and has no medical conditions that could account for his symptoms.
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4. Schizophrenia no severity & high impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
Mark and his partner have a good relationship. Although they both stay busy with work
and other activities in the community they always make time for each other. Mark also
gets along well with his coworkers and he often goes to lunch with people from his
office. Mark is a very outgoing and social person and would rather engage in activities
with others than alone. When younger, Mark was on a debate team and he still enjoys
having deep conversations or debates with his close friends and family. Mark could be
described as the typical “all American guy” in the way he carries himself and the
activities he enjoys.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed every community market and he has not answered his phone
when the other organizers have called to check in on him. Mark also hosts brunch in his
home every weekend for his close friends but for the past month he has secluded himself
in his office and refused to speak to anyone when people have arrived. Mark has missed
two consecutive weeks of work without calling in with an excuse and has forgotten to
pay the mortgage and other bills two months in a row. He has stopped showering and
barely eats. Mark’s odd behavior has progressed to the point that his partner is afraid he
may do something irrational and as a result has left the home to stay with a friend. Mark
does not use any substances and has no medical conditions that could account for his
symptoms.
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5. Schizophrenia low severity & no impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. Mark’s partner is as involved
in her work and the community as Mark and therefore she stays busy. However, nothing
substantial has changed in her schedule that would suggest that she was spending time
with someone else. Mark’s accusatory statements started off almost as a joke but have
progressed to the point of Mark stating that he “knows” she is seeing someone else and
threatening to end their relationship if she continues not to be honest with him. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark attends
the market every week rain or shine and others describe him as always a pleasure to be
around. Mark also hosts brunch in his home every weekend for his close friends. Mark
rarely misses work or any other regularly scheduled activities. Mark does not use any
substances and has no medical conditions that could account for his symptoms.
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6. Schizophrenia low severity & low impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. Mark’s partner is as involved
in her work and the community as Mark and therefore she stays busy. However, nothing
substantial has changed in her schedule that would suggest that she was spending time
with someone else. Mark’s accusatory statements started off almost as a joke but have
progressed to the point of Mark stating that he “knows” she is seeing someone else and
threatening to end their relationship if she continues not to be honest with him. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark typically
attends the market every week rain or shine but has come up with last minute excuses to
miss two out of the three most recent markets. Mark also hosts brunch in his home every
weekend for his close friends. However, Mark has canceled brunch twice in the past
month saying he just “didn’t feel like it.” Mark rarely misses work or any other regularly
scheduled activities. Mark does not use any substances and has no medical conditions
that could account for his symptoms.
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7. Schizophrenia low severity & mid impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. Mark’s partner is as involved
in her work and the community as Mark and therefore she stays busy. However, nothing
substantial has changed in her schedule that would suggest that she was spending time
with someone else. Mark’s accusatory statements started off almost as a joke but have
progressed to the point of Mark stating that he “knows” she is seeing someone else and
threatening to end their relationship if she continues not to be honest with him. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed two out of three markets without calling any of the other
organizers to inform them that he would not be there. Mark also hosts brunch in his home
every weekend for his close friends but canceled last weekend with no excuse after
people were already arriving at his home. Mark has called in sick to work four times in
the past two weeks and has forgotten to pay the mortgage and other bills two months in a
row. Friends and co-workers have noticed that Mark appears to be neglecting his personal
appearance; he has shown up to work in dirty clothes and his hair, which he usually keeps
short and well groomed, appears greasy and untidy. Mark does not use any substances
and has no medical conditions that could account for his symptoms.
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8. Schizophrenia low severity & high impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. Mark’s partner is as involved
in her work and the community as Mark and therefore she stays busy. However, nothing
substantial has changed in her schedule that would suggest that she was spending time
with someone else. Mark’s accusatory statements started off almost as a joke but have
progressed to the point of Mark stating that he “knows” she is seeing someone else and
threatening to end their relationship if she continues not to be honest with him. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so. Regardless of
Mark’s recent accusations he has still continued to engage in conversation and activities
both at home and in other settings.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed every community market and he has not answered his phone
when the other organizers have called to check in on him. Mark also hosts brunch in his
home every weekend for his close friends but for the past month he has secluded himself
in his office and refused to speak to anyone when people have arrived. Mark has missed
two consecutive weeks of work without calling in with an excuse and has forgotten to
pay the mortgage and other bills two months in a row. He has stopped showering and
barely eats. Mark’s odd behavior has progressed to the point that his partner is afraid he
may do something irrational and as a result has left the home to stay with a friend. Mark
does not use any substances and has no medical conditions that could account for his
symptoms.
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9. Schizophrenia mid severity & no impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. However, nothing substantial
has changed in her schedule that would suggest that she was spending time with someone
else. Mark’s accusatory statements have progressed to the point of Mark stating that he
“knows” she is seeing someone else and threatening to end their relationship. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so. Mark has
appeared much more socially withdrawn during the past weeks. He appears emotionally
unexpressive and will just sit alone when at home. When in conversation with others,
Mark has been expressing himself in a somewhat illogical manner; he has continuously
been going off on tangents unrelated to a conversation topic and most the time does not
make sense in what he is saying.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark attends
the market every week rain or shine and others describe him as always a pleasure to be
around. Mark also hosts brunch in his home every weekend for his close friends. Mark
rarely misses work or any other regularly scheduled activities. Mark does not use any
substances and has no medical conditions that could account for his symptoms.

99

10. Schizophrenia mid severity & low impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. However, nothing substantial
has changed in her schedule that would suggest that she was spending time with someone
else. Mark’s accusatory statements have progressed to the point of Mark stating that he
“knows” she is seeing someone else and threatening to end their relationship. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so. Mark has
appeared much more socially withdrawn during the past weeks. He appears emotionally
unexpressive and will just sit alone when at home. When in conversation with others,
Mark has been expressing himself in a somewhat illogical manner; he has continuously
been going off on tangents unrelated to a conversation topic and most the time does not
make sense in what he is saying.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark typically
attends the market every week rain or shine but has come up with last minute excuses to
miss two out of the three most recent markets. Mark also hosts brunch in his home every
weekend for his close friends. However, Mark has canceled brunch twice in the past
month saying he just “didn’t feel like it.” Mark rarely misses work or any other regularly
scheduled activities. Mark does not use any substances and has no medical conditions
that could account for his symptoms.
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11. Schizophrenia mid severity & mid impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. However, nothing substantial
has changed in her schedule that would suggest that she was spending time with someone
else. Mark’s accusatory statements have progressed to the point of Mark stating that he
“knows” she is seeing someone else and threatening to end their relationship. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so. Mark has
appeared much more socially withdrawn during the past weeks. He appears emotionally
unexpressive and will just sit alone when at home. When in conversation with others,
Mark has been expressing himself in a somewhat illogical manner; he has continuously
been going off on tangents unrelated to a conversation topic and most the time does not
make sense in what he is saying.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed two out of three markets without calling any of the other
organizers to inform them that he would not be there. Mark also hosts brunch in his home
every weekend for his close friends but canceled last weekend with no excuse after
people were already arriving at his home. Mark has called in sick to work four times in
the past two weeks and has forgotten to pay the mortgage and other bills two months in a
row. Friends and co-workers have noticed that Mark appears to be neglecting his personal
appearance; he has shown up to work in dirty clothes and his hair, which he usually keeps
short and well groomed, appears greasy and untidy. Mark does not use any substances
and has no medical conditions that could account for his symptoms.
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12. Schizophrenia mid severity & high impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him. However, nothing substantial
has changed in her schedule that would suggest that she was spending time with someone
else. Mark’s accusatory statements have progressed to the point of Mark stating that he
“knows” she is seeing someone else and threatening to end their relationship. Mark has
also recently started expressing concern that a co-worker is trying to get him fired
without any evidence or reason why his coworker may be trying to do so. Mark has
appeared much more socially withdrawn during the past weeks. He appears emotionally
unexpressive and will just sit alone when at home. When in conversation with others,
Mark has been expressing himself in a somewhat illogical manner; he has continuously
been going off on tangents unrelated to a conversation topic and most the time does not
make sense in what he is saying.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed every community market and he has not answered his phone
when the other organizers have called to check in on him. Mark also hosts brunch in his
home every weekend for his close friends but for the past month he has secluded himself
in his office and refused to speak to anyone when people have arrived. Mark has missed
two consecutive weeks of work without calling in with an excuse and has forgotten to
pay the mortgage and other bills two months in a row. He has stopped showering and
barely eats. Mark’s odd behavior has progressed to the point that his partner is afraid he
may do something irrational and as a result has left the home to stay with a friend. Mark
does not use any substances and has no medical conditions that could account for his
symptoms.
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13. Schizophrenia high severity & no impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him without any evidence for why
he believes this may be true. His belief that his partner is cheating has gotten so bad that
he randomly shows up places to make sure she is really there and he has threatened to
end their relationship if she does not “tell him who he is.” Mark has also recently started
expressing concern that a co-worker is trying to get him fired without any evidence or
reason why his coworker may be trying to do so. Mark has stated that a higher power
wants him to succeed and has been talking to him to warn him about the people in his life
he needs to watch out for. Mark has appeared much more socially withdrawn during the
past weeks. He appears emotionally unexpressive and will just sit alone when at home.
When in conversation with others, Mark has been expressing himself in a somewhat
illogical manner; he has continuously been going off on tangents unrelated to a
conversation topic and most of the time does not make sense in what he is saying. Mark
has also been engaging in generally odd behaviors such as wearing a tuxedo instead of
his normal clothes and keeping all the curtains in the house closed at all times.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark attends
the market every week rain or shine and others describe him as always a pleasure to be
around. Mark also hosts brunch in his home every weekend for his close friends. Mark
rarely misses work or any other regularly scheduled activities. Mark does not use any
substances and has no medical conditions that could account for his symptoms.
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14. Schizophrenia high severity & low impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him without any evidence for why
he believes this may be true. His belief that his partner is cheating has gotten so bad that
he randomly shows up places to make sure she is really there and he has threatened to
end their relationship if she does not “tell him who he is.” Mark has also recently started
expressing concern that a co-worker is trying to get him fired without any evidence or
reason why his coworker may be trying to do so. Mark has stated that a higher power
wants him to succeed and has been talking to him to warn him about the people in his life
he needs to watch out for. Mark has appeared much more socially withdrawn during the
past weeks. He appears emotionally unexpressive and will just sit alone when at home.
When in conversation with others, Mark has been expressing himself in a somewhat
illogical manner; he has continuously been going off on tangents unrelated to a
conversation topic and most of the time does not make sense in what he is saying. Mark
has also been engaging in generally odd behaviors such as wearing a tuxedo instead of
his normal clothes and keeping all the curtains in the house closed at all times.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week. Mark typically
attends the market every week rain or shine but has come up with last minute excuses to
miss two out of the three most recent markets. Mark also hosts brunch in his home every
weekend for his close friends. However, Mark has canceled brunch twice in the past
month saying he just “didn’t feel like it.” Mark rarely misses work or any other regularly
scheduled activities. Mark does not use any substances and has no medical conditions
that could account for his symptoms.
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15. Schizophrenia high severity & mid impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him without any evidence for why
he believes this may be true. His belief that his partner is cheating has gotten so bad that
he randomly shows up places to make sure she is really there and he has threatened to
end their relationship if she does not “tell him who he is.” Mark has also recently started
expressing concern that a co-worker is trying to get him fired without any evidence or
reason why his coworker may be trying to do so. Mark has stated that a higher power
wants him to succeed and has been talking to him to warn him about the people in his life
he needs to watch out for. Mark has appeared much more socially withdrawn during the
past weeks. He appears emotionally unexpressive and will just sit alone when at home.
When in conversation with others, Mark has been expressing himself in a somewhat
illogical manner; he has continuously been going off on tangents unrelated to a
conversation topic and most of the time does not make sense in what he is saying. Mark
has also been engaging in generally odd behaviors such as wearing a tuxedo instead of
his normal clothes and keeping all the curtains in the house closed at all times.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed two out of three markets without calling any of the other
organizers to inform them that he would not be there. Mark also hosts brunch in his home
every weekend for his close friends but canceled last weekend with no excuse after
people were already arriving at his home. Mark has called in sick to work four times in
the past two weeks and has forgotten to pay the mortgage and other bills two months in a
row. Friends and co-workers have noticed that Mark appears to be neglecting his personal
appearance; he has shown up to work in dirty clothes and his hair, which he usually keeps
short and well groomed, appears greasy and untidy. Mark does not use any substances
and has no medical conditions that could account for his symptoms.
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16. Schizophrenia high severity & high impairment
Mark is a 30 year-old male who lives with his partner of 2 years in a large mid-western
city. Mark works at a large finance company as an accountant. Mark gained employment
at his current job after graduating from college. He has worked with the company for 7
years and appears to be a valuable employee as evidenced by his multiple promotions
over the years. Mark enjoys his job and appears happy and content in his everyday life.
During the past six months, Mark has made multiple accusatory statements towards his
partner insinuating that he believes she is cheating on him without any evidence for why
he believes this may be true. His belief that his partner is cheating has gotten so bad that
he randomly shows up places to make sure she is really there and he has threatened to
end their relationship if she does not “tell him who he is.” Mark has also recently started
expressing concern that a co-worker is trying to get him fired without any evidence or
reason why his coworker may be trying to do so. Mark has stated that a higher power
wants him to succeed and has been talking to him to warn him about the people in his life
he needs to watch out for. Mark has appeared much more socially withdrawn during the
past weeks. He appears emotionally unexpressive and will just sit alone when at home.
When in conversation with others, Mark has been expressing himself in a somewhat
illogical manner; he has continuously been going off on tangents unrelated to a
conversation topic and most of the time does not make sense in what he is saying. Mark
has also been engaging in generally odd behaviors such as wearing a tuxedo instead of
his normal clothes and keeping all the curtains in the house closed at all times.
Mark is very involved in local community activities. Mark enjoys gardening and is one of
the organizers of a local community garden. As an organizer, Mark’s role entails him
supervising and helping out with the local community market every week but during the
past month Mark has missed every community market and he has not answered his phone
when the other organizers have called to check in on him. Mark also hosts brunch in his
home every weekend for his close friends but for the past month he has secluded himself
in his office and refused to speak to anyone when people have arrived. Mark has missed
two consecutive weeks of work without calling in with an excuse and has forgotten to
pay the mortgage and other bills two months in a row. He has stopped showering and
barely eats. Mark’s odd behavior has progressed to the point that his partner is afraid he
may do something irrational and as a result has left the home to stay with a friend. Mark
does not use any substances and has no medical conditions that could account for his
symptoms.

106

